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Sudden gains, or sharp decreases in client’s symptoms and distress, are highly 
predictive of positive therapy outcome. However, why sudden gains occur remains 
unanswered. This study sought to analyze the processes that arise during sudden 
improvements in symptoms by examining clients’ own insight into what they found to be 
helpful in therapy while focusing on phases of therapy and treatment approach as 
moderators of these change processes. To do so, an archive of weekly therapy session 
data was obtained of clients at an outpatient psychotherapy clinic. Therapy was provided 
by advanced graduate psychology students at a partnering university and consisted of 
either a CBT, EFT, psychodynamic, or an integrative approach. Clients completed the 
OQ-45 progress monitoring measure at baseline and prior to every session as well as the 
Helpful Aspects of Therapy (HAT) questionnaire and the Working Alliance Inventory 
(WAI) at the end of each therapy session. Sudden gains were identified using criteria 
adapted from Tang and DeRubeis’s (1999) and Kelly et al. (2005) requirements. Clients’ 
written responses on the HAT questionnaire were categorized using a modified version of 
the Helpful Aspects of Experiential Therapy Content Analysis System (HAETCAS; 
Elliot, 1988). Analyses found that the proportion of sudden gains (30.9%, n = 70) and the 
average magnitude of sudden gains (24.16 OQ-45 points) differed from the only other 
study to examine sudden gains using the OQ-45. The only sudden gain characteristics 
(i.e., rate of reversal, magnitude, proportion, change from pre- to post-treatment) that 
differed by phases of therapy (early vs. working vs. late phase) was that sudden gains 
were greater than expected during the early phase of therapy and lower than expected 
during the working phase of therapy. The sudden gain characteristics that differed 
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between treatment approach (i.e., CBT vs. humanistic/psychodynamic therapy) was that 
clients receiving CBT experienced a greater number of reversals than clients who 
received humanistic/psychodynamic therapy. Regarding the therapeutic alliance, clients 
reported a strengthening of the alliance during and after the sudden gain while 
simultaneously during the same period provided less frequent unsolicited reports about 
the therapeutic alliance being the most helpful aspect of therapy. Further analysis of what 
clients reported as most helpful events found that “self-exploration” was rated less often 
and “finding a solution” was rated more often during a pregain session than during a 
comparison session among clients receiving CBT. For clients receiving 
humanistic/psychodynamic therapy, “insight” was rated more often during a pregain 
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 CHAPTER I: INTRODUCTION 
As psychotherapy research has advanced, the mechanisms by which individuals 
change in therapy has become a focus of greater scrutiny. Previously, a long-held notion 
was that clients progressed in a linear fashion during therapy (Hayes, Laurenceau, 
Feldmn, Strauss, & Cardaciotto, 2007). This belief in the gradual decrease of clients’ 
symptoms manifests in various methodological ways. For instance, pretreatment-
posttreatment measurement models inherently assumed linear change occurs, particularly 
when additional measurement time points were not included (Jun, 2012). Some research 
has measured clients’ symptoms across sessions by aggregating individual trajectories in 
order to examine average client change trajectories in longitudinal designs (Stulz, Lutz, 
Kopta, & Saunders, 2013; Lutz, Stulz, Köck, 2009). Although this research strategy 
provided meaningful insight into general patterns of the therapy process, it blurred 
together the nuanced information that existed from individual trajectories. Examining 
individuals over time highlighted that clients can change in dynamic and abrupt ways and 
with noteworthy differences between clients (Aderka, Nickerson, Bøe, & Hofmann, 
2013). 
The study of nonlinear change allowed for the rich detail of client experiences to 
be brought under a microscope whereby predictors, mediators, moderators, and 
mechanisms of the process of change were examined (Hayes et al., 2007). This was done 
by examining intra-individual changes over time, for example, by comparing a baseline 
measure to a later point within a single course of treatment (Kazdin, 2003). It is on this 
premise that the current study was built: understanding individual client patterns in 
therapy can enhance process-oriented knowledge that leads to enhanced service 
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provision. This study examined sudden gains, which is one pattern of non-linear change 
that can occur during treatment and which inherently required examining individual 
trajectories before looking for larger group-based patterns. In this study, client were 
asked what they found most helpful in therapy and about the strength of their relationship 
with the therapist. Moreover, this study analysed whether the treatment approach 
administered to a client or the timing of a sudden gain moderated the potential processes 
of sudden gains. Finally, this study sought to enhance the external validity of sudden 
gains by examining sudden gains across a variety of presenting problems and treatment 
approaches.  
Discontinuous Change Patterns in Psychotherapy 
 The process of shifting away from a linear change pattern of clients in therapy 
was influenced by key theories from other disciplines. Inspired by the change theories 
applied to ecosystems, earthquakes, and economics, psychotherapy researchers borrowed 
the idea of discontinuous change and applied the same fundamental principles to patterns 
of change in therapy (Bak & Chen, 1991; Thelen 1995). A summary of dynamic systems 
theory and its application to process-therapy is elaborated below.  
Dynamic Systems Theory. Taking an innovative view of clients’ progress in 
therapy, research began using dynamic systems theory as a basis to understand change. 
According to this theory, a system is made up of various components that are held 
together by internal forces and form an organized cohesive state referred to as an 
attractor state (Hayes & Strauss, 1998), even when these components are in opposition. 
Any given attractor state is under constant disruption from outside forces in the form of 
energy or information perturbations. When these perturbations are assimilated by the 
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attractor state the unit grows linearly and gradually, maintaining the overall integrity of 
the attractor state. However, if sufficiently large perturbations are injected into the 
system, such that incoming forces reach a critical point, then the attractor state undergoes 
a dynamic and sudden change by reorganizing itself. The size of the perturbations 
required to reach the critical point is determined by the history of perturbations the 
system has experienced, with a greater history of assimilating previous perturbations 
strengthening the internal forces, as well as the inherent integrity of the system. This 
process of rapid change is labelled a critical fluctuation (Hayes & Strauss, 1998).  
When a system experiences a critical fluctuation, or a large enough perturbation 
of energy or information, the system enters a transition phase (Gelo & Salvatore, 2016, 
Hayes & Strauss, 1998) or destabilization period marked by high levels of variability 
wherein new and old information compete. Eventually a new attractor state and stability 
are achieved after the system undergoes repeated instances of trial and error. This new 
attractor state will remain intact, assimilating additional perturbations until another 
critical fluctuation occurs. Dynamic systems theory hereby demonstrates the possibility 
of linear and gradual change, via assimilation of perturbations over time, and of dynamic 
and sinuous change, through the intrusion of excessive information or energy.  
Dynamic Change in Therapy. In psychology, this theory has been used to 
understand how individuals change during the course of therapy (although these aspects 
can be applied to how people change across the lifespan as well; Gelo & Salvatore, 
2016). An individual’s functioning is made up of cognitive, affective, behavioural, and 
somatic components (Hayes & Strauss, 1998) that form a cohesive way of functioning 
regardless of whether these components lead to optimal functioning. Because these 
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components provide structure to one’s life, they can be difficult to alter. In therapy, 
individuals can experience minor changes by learning how to shift between existing 
functioning states (Schiepek, Fricke, & Kaimer, 1992). At times during therapy, 
individuals experience novel stimuli that can affect their cognitive, affective, behavioural, 
and somatic understandings. These disruptions can take the form of a meaningful insight, 
new understanding, clarification of a problem, the experience of an empathic 
relationship, or an increase in hope (Gelo & Salvatore, 2016). If these disruptions have 
enough energy or information, they can lead to critical fluctuations causing sudden and 
rapid change (Gelo & Salvatore, 2016). Again, the magnitude of the disruption needed to 
reach some critical point is determined by how often the individual has incorporated past 
disruptions and the strength of the internal forces within the individual. When 
considering the presenting stability of psychopathology, examples of these internal forces 
include strong maladaptive core beliefs and maladaptive forms of coping. Mahoney 
(1991) notes that these internal forces, or resistance, must be overcome to allow critical 
changes. Methods to overcome such forces include exploring the history of long-standing 
patterns of functioning (Hayes & Strauss, 1999), powerfully challenging these patterns 
(Caspar, Rothenfluh, & Segal, 1992), or having clients repeatedly engage in novel 
emotionally corrective experiences (Greenberg, Rice, & Elliot, 1993). Alternatively, 
proposed methods to decrease the power of the internal forces include having a safe and 
secure environment; fortifying the client’s strengths, self-esteem, and social support; and 
providing a sense of hope (Hanna, 1996).  
The occurrence of a critical fluctuation in therapy leads to a transition phase 
wherein clients experience variability and, in addition, new and old information compete 
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for a place in one’s new psychological state. This variability can be seen when clients 
experience “ah ha” moments (Hayes & Strauss, 1999). In addition, clients may 
experience marked variability in the affective, cognitive, or behavioural functioning such 
as disruptions in beliefs, sleep, appetite, and relationships (Mahoney, 1991) and can 
experience disorganization or disequilibrium (Stiles, Morrison, Haw, Harper, Shapiro, & 
Firth-Cozens, 1991). During this transition phase, clients can incorporate more adaptive 
ways of functioning that lead to significant improvement in psychopathy and reduction in 
negative symptoms.  
Summary. Dynamic system theory has been used as a foundation for 
understanding how clients change in therapy, whether that occurred linearly and 
gradually or suddenly and sinuously. In addition, the theory outlined that dynamic and 
sudden change provided an opportunity for clients to make significant gains in the 
therapy process when clients experienced a sufficient influx of energy or information.  
Empirical Rationale: Sudden gains and their relationship to treatment outcome 
 To investigate whether dynamic change occurred within therapy, many 
researchers empirically examined the phenomenon of sudden gains (a large decreases in 
symptoms between two contiguous sessions). The impact of sudden gains on treatment 
outcome has been examined across a variety of disorders, treatment approaches, and 
treatment time-points.  
Sudden gains and mental health. The majority of studies highlighted the 
significant relationship between sudden gains and longer-term changes in depression 
symptoms. Tang and DeRubeis (1999) were one of the first researchers to operationalize 
sudden gains and examine the effects of sudden gains on client outcome. In their study, 
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48% of clinically depressed individuals who attended for 20 sessions of cognitive-
behavioural therapy (CBT) over the course of either a 12- or 16-week period experienced 
at least one sudden gain. Moreover, these sudden gains accounted for 51% of the total 
improvement in symptoms from pre- to post-treatment and sudden gainers (clients who 
had experienced a sudden gain) were more likely to reach the threshold for clinical 
recovery than non-sudden gainers.  
 Since the publication of that seminal article, many studies found that sudden gains 
occurred frequently among people with a diagnosis of depression and that sudden gainers 
significantly improved in their depressive symptoms from pre- to post-treatment when 
compared to non-sudden gainers (Aderka et al., 2013; Andrusyna, Luborsky, Phan & 
Tang, 2006; Gaynor, Weersing, Kolko, Birmaher, Heo, Brent, 2003; Tang, DeRubeis, 
Hollon, Amsterdam, & Shelton, 2007; Vittengl, Clark, & Jarrett, 2005). These results 
persisted when researchers investigated clients diagnosed with “treatment resistant 
depression” (Abel, Hayes, Henley, & Kuyken, 2016), where one study showed that 
sudden gainers reported fewer depressive symptoms at post-treatment compared to non-
sudden gainers, after controlling for pre-treatment depression scores. Moreover, the 
original study by Tang and DeRubeis (1999) has been replicated across several studies 
with comparable results (Hardy, Cahill, Stiles, Ispan, Macaskill, & Barkham, 2015; Tang, 
DeRubeis, Beberman, & Pham, 2005; Wucherpfennig, Rubel, Hollon, & Lutz, 2017), 
thereby reaffirming the considerable impact of sudden gains in the treatment for 
depression.  
 Researchers also examined the role of sudden gains in anxiety disorders. 
Deschênes and Dugas (2013) followed clients diagnosed with generalized anxiety 
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disorder (GAD) who received 12 to 16 weekly sessions of CBT. They found that clients 
who experienced at least one sudden gain reported greater reductions in general anxiety 
symptoms from pre- to post-treatment compared to clients who did not experience a 
sudden gains. However, the difference between sudden gainers and non-sudden gainers 
was not replicated among clients diagnosed with GAD who attended for 16-weekly 
sessions of supportive expressive therapy (Present, Crits-Christoph, Gibbons, Hearon, 
Ring-Kurtz, & Worley, 2008). These mixed results may be due to variability of anxiety 
symptoms due to the lack of difference in end-of-treatment outcome scores (Present et 
al., 2008). Furthermore, the impact of sudden gains led to better end-of-treatment 
outcomes among those diagnosed with social anxiety disorder (Bohn, Aderka, Schreiber, 
Stangier, & Hofmann, 2013; Hofmann, Schulz, Meuret, Moscobitch, & Suvak, 2006) as 
well as panic disorder (Clerkin, Teachman, & Smith-Janik, 2008).  
 Sudden gains were found also among those with posttraumatic stress disorder 
(PTSD; Aderka, Appelbaum-Namder, Shafran, & Gilboa-Schechtman, 2011; Doane, 
Feeny, & Zoellner, 2010; Jun, 2015; Kelly, Rizvi, Monson, & Resick, 2009; Keller, 
Zoellner, & Feeny, 2014; Krüger, Ehring, Priebe, Dyer, Steil, & Bohus, 2014; Lorenz, 
Pulverman, & Meston, 2013). Given the greater amount of research on sudden gains with 
individuals with depression, Keller and colleagues (2014) examined separately the effect 
of depression sudden gains (sudden gains occurring specifically in the reduction of 
depression symptoms) on post-treatment symptoms of depression as well as 
posttraumatic stress. Clients were randomly assigned to either 10-weekly sessions of 
prolonged exposure therapy or sertraline therapy and completed both depression and 
PTSD outcome measures. The results of the study indicated that sudden gains found 
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among clients in either treatment condition were associated with a higher likelihood to 
complete treatment as well as with lower post-treatment symptom severity in both PTSD 
and depression.  
 In addition to the disorders discussed above, better outcomes among sudden 
gainers compared to non-sudden gainers were found in relation to diagnoses of 
hypochondriasis (Hedman et al., 2014). The results of examining the role of sudden gains 
in the treatment of obsessive-compulsive disorder (OCD) were mixed, with one study 
finding that sudden gainers, compared to non-sudden gainers, had greater reduction of 
obsessive-compulsive symptoms but not depressive symptoms (Aderka, Anholt, van 
Balkom, Smit, Hermesh, & van Oppen, 2010). However, a recent study examining clients 
diagnosed with OCD did not find a greater improvement for sudden gainers in relation to 
non-sudden gainers symptoms (Collins & Coles, 2017) in obsessive-compulsive or 
depression symptoms. The authors in the later article postulated that their lower sample 
size (n = 21) was insufficiently large enough to find a similar effect as in an earlier study 
(Aderka et al.) with a larger sample size (n = 91).  
Effect of sudden gains persist beyond end-of-treatment. The majority of research 
into the long term impact of sudden gains has consistently shown that greater 
improvement made by clients with sudden gains remained at various follow-up 
assessments points (e.g., 6-month, 12-month post-treatment; Bohn, Aderka, Schreiber, 
Stangier, & Hofmann, 2013; Hardy et al., 2005; Hedman et al., 2014; Hofmann et al., 
2006; Hopko, Robertson, & Carvalho, 2009; Kelly, Rizvi, Monson, & Resick, 2009; 
Krüger, Ehring, Priebe, Dyer, Steil, & Bohus, 2014; Tang & DeRubeis, 1999; Tang, 
DeRubeis, Hollon, Amserdam, & Shelton, 2007). One study that followed clients’ 
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progress during 16 to 20 sessions of supportive-expressive therapy found contradicting 
results (Tang, Luborsky, & Andrusyna, 2002). The study suggested that sudden gainers’ 
depression scores were significantly lower than non-sudden gainers at post treatment but 
not different at the 6-month follow-up assessment point.  
The notion that sudden gains, defined by a decrease in symptom outcome scores, 
was related to a decrease in symptoms outcome scores at posttreatment may seem 
tautological. However, one must not assume there is always a linear improvement of 
symptoms in therapy, such that any major symptom changes made at one time (e.g., 
sudden gain in session 3) will necessarily be observed at posttreatment (e.g., after 16 
sessions of therapy). Dynamic systems theory posits that individuals are able to make 
dramatic positive changes, such as sudden gains, as well as abrupt negative changes, such 
as symptom spikes (brief significant escalations of symptoms) and reversals of sudden 
gains (a regression of at least 50% of the sudden gain; Tang & DeRubeis, 1999). Lastly, 
Shalom and colleagues (2018) found that intraindividual variability predicted sudden 
gains, or that the more a client fluctuated in reporting their symptoms (both improvement 
and decline), the more likely they were to experience a sudden gain; however, their 
findings may have been due to more liberal sudden gain criteria.  
Sudden gains occur across treatment approaches. Sudden gains have been 
studied primarily in the context of CBT with results indicating that sudden gains 
frequently occur in that approach (Abel et al., 2016; Deschênes & Dugas, 2013; Stiles et 
al., 2003; Tang & DeRubeis, 1999; Hofmann et al., 2006). Even so, the presence and 
impact of sudden gains has been documented similarly with prolonged exposure therapy 
(Aderka et al., 2011; Doane et al., 2010; Jun et al., 2013; Keller, Feeny, & Zoellner, 
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2014), cognitive therapy (Bohn et al., 2013; Hardy et al., 2005, Kelly et al., 2009), 
supportive-expressive therapy (Andrusyna et al., 2006; Tang et al., 2002), brief 
psychodynamic-interpersonal therapy (Present et al., 2008), interpersonal therapy (Bohn 
et al., 2013; Krüger et al., 2014), systemic behavioural family therapy (Gaynor et al., 
2003), non-directive supportive therapy (Gaynor et al., 2003), internet-based CBT 
(Clerkin et al., 2008; Hedman et al., 2014), and expressive writing (Lorenz, Pulverman, 
& Meston, 2013). Sudden gains have been found also with clients receiving 
pharmacotherapy for PTSD (Keller et al., 2014) and for depression (Tang et al., 2007). 
Sudden gains may thus be a ubiquitous phenomenon associated with meaningful changes 
across a wide array of treatment modalities.  
Although sudden gains have been found across a variety of therapy approaches, 
some research indicated that specific treatment approaches affect clients’ experience of 
sudden gains. In a meta-analysis of 16 studies, Aderka and colleagues (2012) found no 
difference in the frequency or magnitude of sudden gains between CBT and 
humanistic/psychodynamic therapy. However, there was a difference between treatments 
in the degree to which sudden gains anticipated the final treatment outcome. Specifically, 
there was a higher mean effect of sudden gains on outcome measures found for CBT 
therapy (Hedge’s g =.75) than for humanistic/psychodynamic therapy (Hedge’s g = .23). 
It should be noted that there were far fewer studies in the pool of 
humanistic/psychodynamic therapy condition (n = 4) than the pool of CBT condition (n = 
14), which may have allowed outlier studies to have a greater impact on the mean effect 
size of the humanistic/psychodynamic therapy studies. Indeed, an examination of the 
dispersion of effect sizes suggest there may have been an uneven influence of outliers by 
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conditions. Since the publication of that meta-analysis, three studies have compared 
sudden gains between CBT to non-CBT treatments with mixed results. One study found 
no difference in sudden gain posttreatment scores between cognitive therapy and a 
gestalt-based intervention (Konig et al., 2014), another found no difference between 
cognitive therapy and interpersonal therapy on posttreatment depression scores 
(Lemmens et al., 2016), and the third study found that cognitive therapy was related to 
better posttreatment scores across three measures when compared to interpersonal 
therapy (Bohn et al., 2013). Further investigation is warranted into the impact of CBT 
and non-CBT interventions on the relationship between sudden gain and posttreatment 
scores given the mixed findings since the publication of the meta-analysis.  
Summary. There has been a considerable number of studies investigating whether 
dynamic change occurs in psychotherapy. These studies revealed that dynamic and 
sudden gains occurred in therapy and indeed played a significant role in client outcomes 
across a variety of disorders, treatment approaches, and assessment time-points. The 
analyses conducted in the meta-analysis by Aderka et al. (2012) identified that sudden 
gains have a medium mean effect size for primary measures (e.g., depression measures in 
a study of depression) and secondary measures (e.g., depression measures in a study for 
anxiety). In addition, greater improvement in primary symptoms was found among 
sudden gainers at end-of-treatment and at follow-up assessment points than non-sudden 
gainers. Moreover, the results showed that the mean effect for sudden gains on outcome 
measures between diagnoses of depression and anxiety were roughly equal, Hedge’s g = 
.65 and Hedge’s g = .68 respectively. Future research should focus on examining sudden 
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gains across a greater variety of psychological disorders as well as 
humanistic/psychodynamic therapy treatment approaches. 
Factors that Lead to Rapid Change 
 Given the important role sudden gains played in the outcome of clients in therapy, 
understanding mechanisms of sudden gains may provide insight into the dynamic process 
of change experienced by clients. To date, minimal research has been conducted in this 
area (Abel et al., 2016). Several theories have proposed change processes for sudden 
gains and are grouped below according to non-specific and specific factors. It should be 
noted that studies investigating the change processes for sudden gains were at times 
ambiguous regarding whether they were measuring changes that occur during a sudden 
gain (i.e., between the pregain and postgain sessions) or before a sudden gain (i.e., that 
occur prior to the pregain session; see Figure 1 for definitions of sudden gain sessions). 
These differing assessment time-points were referred to as change processes and 
preceding processes, respectively, in this study. The important distinction was that 
preceding processes may prime clients for a sudden gain at a later point while change 
processes may reflected mechanisms of change during a sudden gain.  
 Defining sudden gain session. A sudden gain is an abrupt decrease in symptoms 
between two consecutive sessions. The sudden gain itself is not a data point but rather the 
change in symptoms scores between the pregain and postgain sessions (see Figure 1). 
The session before the pregain session is the prepregain session, and the session after the 
postgain session is the postpostgain session, and so on.  
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Figure 1.  




















Note: The graph is a demonstration of a typical sudden gain using the Outcome 
Questionnaire-45  (OQ-45) scores measured at the start of each session. In this graph, N 
is the pregain session, N-1 the prepregain session, N+1 the postgain session, and so on. 
The sudden gain itself is not a data point but rather the change in symptoms scores 
between the pregain and postgain sessions. The two control sessions are labelled on the 
chart: 2-Weeks-Before at N-2 and 1-Week-Before at N-1.  
The example above meets the three criteria for a sudden gain as the change of 24 
OQ-45 points is greater than (1) the absolute change of the RCI (14-OQ-45 points) and 
(2) 1.5 times the average standard deviation, which in this example was 9 OQ-45 points. 
Also, the sudden gain was not (3) immediately preceded by or immediately followed by a 
sudden spike in symptoms (the fictional client’s symptoms remain relatively stable before 
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Non-specific treatment factors for the occurrence of sudden gains. From this 
framework, the critical therapeutic elements that are hypothesized to be the change 
processes in psychotherapy are common to all or most psychotherapies (Wampold, 
2015). Research has long investigated the overarching influence of common factors on 
therapy (Rosenzweig, 1936; Frank & Frank, 1991; Wampold, 2015), which has also been 
applied to sudden gains (Illardi & Craighead, 1994). Common factors include (i) an 
empathetic working alliance, (ii) the development of positive expectations related to 
plausible explanations about client symptoms and credible treatment procedure, and 
finally (iii) the enactment of the treatment, which essentially is the impact of “doing 
something” about one’s difficulties. Frank and Frank (1991) suggest that these factors 
lead to a process of remoralization or increase in hope in the ability to improve one’s 
condition that in turn leads to reduced negative affect. Moreover, an empathic working 
alliance reduces loneliness and increases social support (Wampold, 2015), expectations 
increase self-efficacy (Bandura, 1999), explanations of a disorder correct maladaptive 
psychological beliefs that influence self-conceptualization and increase expectations 
(Wampold, 2015), and enactment of treatment leads to healthy actions that themselves 
promote wellbeing. Illardi and Craighead (1999) assert that the occurrence of these 
factors is responsible for sudden gains given that sudden gains most often occur early in 
treatment when these common factors are often being established or developed.  
Various studies have investigated the causal relationship between common factors 
and the occurrence of sudden gains. Three studies have examined how the working 
alliance influences sudden gains with two studies examining the working alliance as a 
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mechanism of change, with mixed results, and one as a precipitator of later sudden gains, 
which indicated no such relationship. Lutz and colleagues (2013) investigated how client-
reported therapeutic alliance ratings differed between clients who experienced an abrupt 
decrease of symptoms (sudden gains) and/or experienced an abrupt increase of symptoms 
at three time points: the session immediately before the change, the session during the 
change, and the session immediately after the change. The majority of clients in that 
study (over 80%) received only CBT while others received a combination of CBT and 
interpersonal approaches. The direction of the abrupt change of symptoms (improvement 
or worsening) was related to the direction of change of client-rated alliance (increase or 
decrease, respectively), demonstrating that these changes influenced each other or that 
they were both influenced by the same processes.  
On the other hand, Tang and DeRubies’ (1999) study of sudden gains in CBT did 
not find any difference in client ratings on the working alliance between the pregain and 
the prepregain session (control session) as rated by observers. However, they did find that 
changes in alliance did significantly improve from the pregain to the postgain session, 
challenging the notion that alliance is a mechanism of change but rather indicating it may 
be a sequela of sudden gains. To examine the working alliance as a preceding process of 
later sudden gains, one study found that first-session alliance ratings did not differentiate 
between later sudden gainers and non-sudden gainers (Hardy et al., 2005). However, 
first-session alliance ratings may be a poor indicator of early alliance as the alliance is 
established over the early phase of treatment. Indeed, the predictive relationship of 
alliance ratings and outcome is strongest during the initial five sessions of therapy, 
peaking at session three (Ardito & Rabellino, 2011). 
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The effect of expectations in therapy has also been demonstrated to play a role in 
sudden gains through the use of a placebo condition. Clients within a pill placebo, 
pharmacotherapy, or cognitive therapy condition were compared on their experience of 
sudden gains (Vittengl et al., 2005). As none of the three conditions differed in terms of 
proportion of clients with sudden gains, average magnitude of sudden gains, or rate of 
reversal of sudden gains, this suggests that expectations play a role in the occurrence of 
sudden gains. In addition, another inference that expectations may be a predictor of 
sudden gains can be drawn from the presence of sudden gains across various treatments, 
as noted previously, as well as occurring during pharmacotherapy (Tang et al., 2007; 
Vittengl et al., 2005).  
Enactment of treatment as a mechanism of sudden gains has not been investigated 
directly and is one aspect of the present study. Enactment of treatment emphasizes that all 
therapies have approximately equal effects (Wampold, 2015) as the act of engaging 
individuals in salubrious behaviours leads to improvement and, by extension, sudden 
gains. As noted previously, the meta-analysis of sudden gains (Aderka et al., 2012) found 
that CBT interventions had a larger effect on outcome than humanistic/psychodynamic 
therapy interventions. These findings do not support the notion that the enactment of any 
treatment leads to an evenly distributed prevalence of sudden gains. A further discussion 
on the effect of treatment approaches on sudden gains is presented in a later section.   
Beyond common factors, other hypotheses non-specific to a treatment approach 
have been asserted as explanations for the occurrence of sudden gains. One proposed 
hypothesis is that therapist factors may play an important role such as a goodness-of-fit 
between client and therapist (Orlinsky, Ronnestad, and Willutzski, 2004) or that certain 
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therapists are more skilled at eliciting sudden gains than other therapists. For example, 
research has shown that a therapist’s ability to form a strong working alliance with clients 
is more predictive of outcome than the client’s ability to form an alliance (Wampold, 
2015). Following this trend that therapist abilities play a role in sudden gains, some 
therapists may be more proficient at endorsing the processes that lead to sudden gains 
than other therapists. 
Hardy and colleagues (2005) assessed to what extent positive life events are 
predictors of sudden gains and found little association between them. Specifically, they 
noted that sudden gainers and non-sudden gainers did not differ in the number of reported 
positive or negative life events. Although 29% of sudden gainers experienced positive 
life events during a sudden gain, the authors concluded that these sudden gains were not 
reflective of important life events, given that only 7% of the total number of positive life 
events reported by sudden gainers were associated with sudden gains. (It should be noted 
that this later conclusion is an opinion of the authors and not based on a statistical 
comparison.) Similarly, the resolution of negative life events was not found to be 
associated with the presence of sudden gains (Kelly, Roberts, Bottonari, 2007). These 
two studies suggest that specific external events (rather than ongoing external factors 
such as social support, political circumstances, racism, privilege) may not be associated 
with sudden gains. The effect of individual therapists on the experience of sudden gains 
has been investigated as well. Nine therapists who had between 1 and 6 years of post-
qualification clinical experience provided cognitive therapy to 76 clients (Hardy et al., 
2005), and analyses indicated that there was no main effect of therapist on the probability 
of a client experiencing a sudden gain.  
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Some research suggests that transtheoretical variables may be processes that 
precipitate sudden gains (Abel et al., 2016). For example, the development of hope in 
therapy has been attributed to cognitive changes (Adler et al., 2013) and common factors 
of therapy (Frank & Frank, 1991), and the change to a more positive view of the self has 
been endorsed by both cognitive theories as well as emotional-processing theories (Adler 
et al., 2013). From observer ratings of changes in levels of hope during the pregain 
session, greater hope was identified among sudden gainers compared to yoked non-
sudden gainers and greater hope during the pregain session was related to lower levels of 
depression at 12-month follow-up (Abel et al., 2016), suggesting that hope may be a 
mechanism of sudden gains. From Kelly, Roberts, and Bottonari’s (2007) study 
observing students not in therapeutic treatment, higher initial levels of hope in the study 
were associated with the presence of sudden gains. Taken together, these results indicate 
that hope might not only be a preceding process but also a change process of sudden 
gains.  
Treatment specific factors for the occurrence of sudden gains. Although various 
non-specific factors have been posited for the occurrence of sudden gains, many studies 
have examined factors related to specific therapy approaches. Within the sudden gains 
literature, research has predominantly investigated mechanisms from a cognitive-
behavioural framework (Abel et al., 2016; Deschênes & Dugas, 2013; Wucherpfennig et 
al., 2017) with the focus centered on the cognitive mediation hypothesis (Tang & 
DeRubeis, 1999; Tang et al., 2005). This hypothesis posits that cognitive phenomena 
precede and predict changes that occur in treatment. Such cognitive shifts include 
changes in hopefulness; perceptions of the self, world, and future; dysfunctional beliefs 
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and automatic thoughts; and attributional style or how one explains the causes of events 
(e.g., either internally or externally; Whisman, 1993). These cognitive shifts in turn 
facilitate improvement in self-efficacy and social comparisons (Kelly, Roberts, & 
Bottonari, 2007) that lead to “upward spirals” that precipitated subsequent improvements 
in therapy (Tang & DeRubeis, 1999).  
Research into the cognitive mediation model as a mechanism of change for 
sudden gains has produced mixed results (Andrusyna et al., 2006; Hofmann et al., 2006; 
Kelly et al., 2005). Two studies have indicated that cognitive shifts during the pregain 
session are a change process as they have been documented as occurring during the 
pregain session. Tang and colleagues (Tang & DeRubeis, 1999; Tang et al., 2005) found 
that, among clients who received CBT, cognitive shifts were observed by raters more 
often in the pregain session compared to the prepregain session (control session) among 
sudden gainers. In contrast, another study found that the median number of cognitive 
changes during a pregain session did not differ from that of a control session for sudden 
gainers (Andrusyna et al., 2006). Similarly, two other studies failed to demonstrate that 
cognitive changes are a preceding process of sudden gains (Hofmann et al., 2006; Kelly, 
Roberts, & Bottonari, 2007).  
Another mechanism of sudden gains that has been proposed is that of emotional 
processing. This mechanism of change incorporates meaning making, working through 
painful emotional material, and shifts in meaning and affective responses (Foa et al., 
2006; Greenberg, 2002). Further still, sudden gains have been hypothesized to be linked 
to meaning making in narrative identity (Adler et al., 2013). Clients who explore and 
deepen emotional experiencing as well as construct a coherent narrative about their 
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experiences report better outcomes than those who do not engage in this process (Adler et 
al., 2013). Significant strides in these areas within a session are thought to be a part of the 
experience of sudden gains.  
A few studies have examined the relationship between emotional processing and 
sudden gains. Two studies have examined emotional processing as a change process with 
mixed results. The first study investigating emotional processing of clients undergoing 
emotion-focused therapy (Singh, 2012) found that sudden gainers engaged in more 
purposeful exploration and elaboration of feelings and experiences. They also expressed 
more productive emotions (e.g., assertive anger, grief; see Pascual-Leone & Greenberg, 
2007) and were prompted more often by therapists to discuss unmet needs during the 
pregain session than during a control session (the prepregain session). Moreover, the 
study found that 75% of the total mean decrease in symptoms of the sudden gain 
occurred within therapy, with the remaining 25% occurring between the pregain and the 
post-gain sessions. This indicates that the majority of the sudden gain occurs within the 
actual session for emotion-focused therapy. However, the second study indicates that 
emotional processing may be sequela of sudden gains rather than a change process 
thereof. Abel and colleagues (2016) observed emotional processing at three time points: a 
control session (session 2), pregain session, and postgain session. They found that greater 
emotional processing occurred during the pregain session compared to the control session 
but not between sudden gainers and non-sudden gainers, indicating that emotional 
processing was not a change process in their study. However, sudden gainers were 
observed to have greater emotional processing in the postgain session than in the pregain 
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session, suggesting emotional processing might emerge from the experience of a sudden 
gain. 
To study emotional processing as a preceding process, researchers have also used 
between session client narratives regarding what was helpful in the previous session 
(Adler et al., 2013). Meaning-making, which is associated with emotional processing, 
was operationalized as the extent to which clients process emotional material, disengage 
from (avoid) emotional material, and produce coherent narratives. The researchers found 
that the themes of processing and coherence, as well as non-avoidance to a lesser extent, 
were observed in narratives more often during the period before the sudden gain than 
during a previous control period, suggesting that greater emotional processing may be a 
preceding process of sudden gains.  
Altogether, there is a lack of evidence available to clearly establish therapy-
specific change processes in sudden gains. This is due to both the general dearth of 
studies on these processes as well as the mixed findings regarding the role of cognitive 
change and emotional processing as possible treatment-specific mechanisms of change in 
sudden gains. Two other issues that are also inherent within the research that have been 
reviewed on change mechanisms in sudden gains pertains to biases resulting from 
“teaching to the test” and assumptions that all sudden gains are qualitatively similar. 
Teaching to the test. When researchers only investigated specific factors that 
matched their theoretical view of a given treatment approach, the causal inference was 
not as strong as it could have been, which is a threat to internal validity. This was because 
the line between a client conforming to a given treatment protocol (i.e., a form of 
adherence) and the supposed change processes as declared in that treatment approach 
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may have become blurry. This effect has been often noted in education wherein students 
performed particularly well on tests, for which they received test-specific instructions 
(Jennings & Bearak, 2014). In the process research cited above, clients may have done 
well on a process measure (i.e., the performance test) simply because they were guided to 
do so from the treatment protocol (i.e., test-specific instruction). As a result, process 
research was limited in its ability to determine whether the observed change process was 
merely a reflection of having administered the therapy as prescribed, and thus an artifact 
of the treatment protocol itself, or whether the change process was inherent to the 
occurrence of sudden gains. To address this concern, it is vital that multiple change 
processes are investigated simultaneously and across a variety of treatment approaches. 
Greater clout for a process of change is established if its association with sudden gains 
remains after observing the effect of other change processes and analyzing the change 
processes outside of the “theory of change” that informed a given treatment protocol. To 
date, most studies have examined change processes (e.g., cognitive shifts) that matched 
the treatment approach (e.g., cognitive-behavioural therapy) without exploring to what 
degree other change processes play a role in sudden gains (Kelly et al., 2005; Clerkin et 
al., 2008; Norton et al., 2010; Tang & DeRubeis, 1999; Tang et al., 2005; Vittengl et al., 
2005).  
There has been a paucity of studies that investigated whether change processes 
related to one treatment approach were found in other treatment approaches. One study 
indicated an absence of a link between cognitive changes and sudden gains in supportive-
expressive therapy (Andrusyna et al., 2006), since the amount of cognitive changes 
occurring during the pregain session were not significantly different from the prepregain 
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(control) session. Another study aimed to investigate cognitive changes as a change 
process of sudden gains in group exposure therapy as well as group CBT (Hofmann et al., 
2006). However, the method was flawed as the researchers examined the number of 
cognitive changes at the start of but not during the pregain session, thus being unable to 
comment on process that occurred during the sudden gain. Similarly, only one study has 
investigated the mechanisms of emotional processing outside of experiential therapy. 
Abel and others (2016) found that the mechanism of emotional processing with clients 
receiving CBT treatment may be a sequela of sudden gains as noted previously. The 
operationalization of emotional processing in this study incorporated emotion-focused 
concepts in its definitions as well as changes in cognition and, as such, the mechanism of 
change under investigation is not wholly conceptually independent from the treatment 
received. In summary, only one study has effectively examined a change process outside 
of its therapeutic approach, far too few to refute the notion that results of change 
processes in previous studies were not a result of “teaching to the test.” Further research 
into change mechanisms across treatment approaches is highly warranted. 
Not all sudden gains represent the same kind of gain. The dose-response model 
for psychotherapy has stipulated that clients demonstrate a negatively accelerated curve 
of change, such that they generally experienced less change per session over the course of 
therapy compared to earlier therapy sessions; which is a model that has received 
empirical support (Howard, Kopta, Krause, & Orlinsky, 1986). This meant that timing 
may have been a moderator of sudden gains (Illardi & Craighead, 1999) such that sudden 
gains were more likely to occur earlier in treatment and that earlier sudden gains should 
have had a greater impact on treatment outcome than later sudden gains. To examine 
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early sudden gains, researchers have operationalized “early sudden gains” in various 
ways: (1) compared sudden gains at the very beginning of treatment (i.e., between 
session 1 and 2) to sudden gains that occur during the rest of treatment that follows; (2) 
contrasted sudden gains that occur in the first half of treatment to the second half; and (3) 
in a similar manner, compared sudden gains during the early, working, and late phases of 
treatment.  
A meta-analysis by Aderka and colleagues (2012) examined sudden gains 
between session 1 and 2 and found no statistical difference in effect sizes between studies 
that did or did not include first-session sudden gains, which suggested that the timing of 
very early sudden gains may have been less important. In a study of early (session 2 to 
10) versus late (session 11 to termination) sudden gainers, Busch and colleagues (2006) 
found that groups did not differ on pre-treatment symptom severity, but early sudden 
gainers had significantly lower symptoms at end-of-treatment than late sudden gainers, 
and early sudden gainers also experienced a higher rate of recovery.  
A commonly used process-therapy theory separates psychotherapy into three 
general phases – early, working, and termination phases – each of which encompasses 
multiple sessions. Following this template, the initial comparison described above 
inherently compared early phase sudden gains (occurring in session 1 and 2) to early, 
working, late sudden gains (session 3+). Given the importance of early sudden gains, the 
non-significance found in the Aderka and colleagues (2012) study may have been due to 
within-group heterogeneity. Similarly, the second approach (e.g., Busch et al., 2006) split 
sudden gains in the working phase of therapy. The early half joined with early phase 
sudden gains and the latter half joined with the termination or late phase sudden gains. 
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This is of concern as early phase sudden gains were predictive of outcome (Kelly et al., 
2005) while the late phase sudden gains were not (Stiles et al., 2003). Associations 
between working phase sudden gains and treatment outcome may have been masked or 
skewed by being grouped with early and late sudden gainers, likewise creating within-
group heterogeneity. 
Using these three theoretical (although still arbitrary) phases, two studies 
attempted to compare sudden gains during the working phase with either the early or late 
phase. Late phase sudden gains (after session 15) were associated with poorer outcomes 
when contrasted to sudden gains during the early and working phase of therapy (prior to 
session 16; Stiles et al., 2003). The limitation with this study was that it combined sudden 
gains occurring during the early and working phases of therapy instead of comparing 
them. On the other hand, early phase sudden gains (sessions 1 to 4) were found to be 
positively related to outcome (Kelly et al., 2005), whereas working through combined 
with late phase sudden gains were not related to outcome. This study had the limitation of 
too few sudden gains found during the working phase of therapy, which was the reason 
for combining them with the late phase sudden gains. Although attempted, neither study 
was able to appropriately compare sudden gains across all three phases of treatment to 
each other. Other research into early sudden gains showed that early sudden gainers 
experienced fewer sudden losses as compared to late sudden gainers (Lutz et al., 2013).  
Research has also examined the timing of sudden gains for differences in 
demographics and symptoms. Differences between early versus late sudden gainers on 
demographics and symptoms characteristics have been found for age, with early sudden 
gains associated with a younger age, but not for gender, education, concurrent 
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psychological treatment, concurrent psychotropic medication, number of previous 
depressive episodes, melancholic subtypes, cognitive style, dysfunctional attitudes, self-
esteem, or hopelessness (Kelly et al., 2005). Moreover, initial symptoms severity was not 
identified as a predictor of early sudden gains (Busch et al., 2006; Kelly et al., 2005).  
In summary, more research is needed to understand the differences between 
sudden gains that occur during separate phases of therapy (i.e., during the early, working, 
or late phases of treatment) as to date insufficient research has successfully investigated 
preceding processes or change processes for sudden gains across these three separate 
phases of treatment. Given that sudden gains have occurred prior to as well as during the 
therapy-specific interventions of treatment, it may have been that non-specific factors 
were the change processes responsible for sudden gains during the early phase of therapy 
and treatment-specific factors for sudden gains during the working phase of therapy. 
Exclusion of very early and late sudden gains. An important note regarding the 
sudden gain literature was the restriction of analyses of sudden gains in the early phase of 
treatment due to the limiting original criteria of Tang and DeRubeis (1999). Although 
their third criterion for a sudden gain stipulated that the three pregain sessions were to be 
compared to three postgain sessions, in order avoid random fluctuation in symptoms, this 
inadvertently led to the restriction of identifying sudden gains very early in therapy (i.e., 
session 1 or 2) and similarly so for gains very late in therapy, thereby eliminating these 
sudden gains from statistical analyses. The consequence of this is that other potential 
mechanisms of change very early or late in treatment were effectively hidden from 
researchers. Another restriction in the literature was that many studies removed clients 
who did not meet the minimum criteria of having attended for six sessions, as fewer than 
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six sessions did not allow for the analysis of the third criterion to take place or because 
the therapy-specific interventions of treatment had yet to be administered (Aderka et al., 
2011; Bohn et al., 2013; Gaynor et al., 2003; Kelly et al., 2009; Tang et al., 2005; 
Vittengl et al., 2005; for an improvement yet a similar scenario see, Greenfield et al., 
2011). It may have been that clients experienced a sudden gain early enough that 
continuing with treatment beyond six sessions was unnecessary. This could potentially 
have biased the results to a subpopulation of clients who simply attended more sessions 
of therapy.  
Further still, some researchers have purposefully removed very early sudden 
gainers from analyses (Andrusyna et al., 2006; Tang & DeRubeis, Tang et al., 2007). The 
rationale for doing this, according to Tang and DeRubeis was that “first sessions are so 
different from other sessions that they probably should be excluded” (p. 895), a 
viewpoint that has been adopted by others. The premise of this statement, however, 
postulated that sudden gains in early therapy sessions were not caused by the same 
factors and thus not meaningful for analysis (Andrusyna et al.). Yet, their exclusion from 
analyses has limited the understanding of other certain change mechanisms such as 
common factors. The exclusion of these sessions may have also increased the chances 
that researchers are “teaching to the test” as they examined only those mechanisms 
postulated by the treatment itself.  
Summary. Both specific and non-specific factors have been suggested as 
mechanisms of change for sudden gains, although evidence to the contrary has been 
demonstrated and many of these studies suffer from “teaching to the test.” In addition, 
research into change mechanisms of sudden gains has not been given adequate 
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consideration to the role of treatment phase as a moderating influence on these change 
processes and have neglected to examine multiple proposed mechanisms simultaneously, 
across a variety of treatment approaches. 
 Client’s Perspective on Helpful Events in Session 
 Theories within psychology were often derived from insight by researchers and 
clinicians or from empirical data. Less emphasis has been placed on the opinions, 
insights, and understandings of the consumers of psychological services, namely the 
clients in therapy. Indeed, studies regarding clients’ perspective on treatment have long 
been neglected in research (Booth, Cushway, & Newnes, 1997; McLeod, 1995). Deegan 
(2000) as well as Drake and Deegan (2009) emphasized that clients were often 
discounted: they were viewed as diagnoses and symptoms, as individuals to be acted 
upon, and as lacking capacity to collaborate or for self-insight. However, a client’s 
success in psychotherapy has been dependent on establishing mutually decided upon 
goals and tasks, which requires viewing clients as individuals that can contribute to the 
therapeutic process. This collaborative, inclusionary stance has been applied to research 
by the American Psychological Association in their statement that evidence can be found 
in the needs of the client (American Psychological Association [APA] Presidential Task 
Force on Evidence-Based Practice, 2006; Stricker, 2010). One method to respect clients’ 
autonomy has been to obtain and integrate client feedback into treatment delivery and 
theory development (Elliot, 2010). This has been accomplished to a degree through client 
reports of helpful and hindering events during therapy sessions (Booth et al., 1997; 
Timulark, Belicova, Miler, 2010), data which can enhance the understanding of 
psychotherapy processes (Timulak, 2007). 
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 Helpful aspects of therapy. Seeking input from clients has provided insight into 
the process of change. One of the first studies to use qualitative questionnaires to 
systematically investigate what clients found helpful in therapy reported that clients most 
frequently indicated reassurance, relief, and problem solving as being most helpful 
(Llewelyn, 1985). Since then many other studies have examined clients’ retrospective 
perspectives of therapy sessions and uncovered meaningful data (Kivlighan, Multon, & 
Brossart, 1996; Llewelyn, Elliot, Shapiro, Hardy, Firth Cozens, 1988; Richards & 
Timulak, 2012). Clients receiving between 2 and 18 sessions of experiential therapy were 
coded, and the most frequently assigned codes of the most helpful aspects of therapy 
were reassurance, problem solution, involvement, and insight (Booth et al., 1997). In a 
study involving therapists using a variety of treatment approaches (the majority primarily 
identifying with CBT and others with psychodynamic, humanistic, constructivist, or 
family systems approaches), clients most often reported that self-awareness, problem 
clarification, and problem solution were the most helpful for them in therapy 
(Castonguay et al., 2010). This study also found that the content of the helpful events 
most often was about therapy, the client’s sense of self, and his or her family of origin. 
These qualitative accounts of helpful events has been used even by researchers to conduct 
moment-by-moment analysis to understand what processes occurred that led clients to 
feel most impacted by the events they identified as most helpful (Elliot et al., 1994, 
Holowaty & Paivio, 2012, Labott, Elliott, Eason, 1992).  
 Categorization of helpful events. The research into helpful aspects of therapy has 
led to the identification of a number of helpful events. By using a form of qualitative 
meta-analysis of seven studies, Timulak (2007) distilled the variety of helpful events into 
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nine helpful categories (in order of most frequently rated): (1) awareness, insight, and 
self-understanding; (2) behavioral change or problem solution; (3) exploring feelings or 
having an emotional experience; (4) empowerment; (5) relief; (6) feeling understood; (7) 
client involvement; (8) reassurance, support, or safety; and (9) personal contact.  
 Helpful events differ by phases of therapy. The latter four categories (#6 to 9) 
identified by Timulak (2007) were grouped under the heading of “therapeutic 
relationship,” which is one of the non-specific factors of treatment and has been 
mentioned by clients more often by clients during the early phase of therapy, prior to 
enactment of any therapy-specific interventions in therapy (i.e., during the working phase 
of therapy). A study that looked at helpful events across 16-weekly sessions of 
psychotherapy (Cummings, Slemon, & Hallberg, 1993) found that clients reported 
building a relationship with the therapists as the most important event during the early 
(session 1) and late (last session) phases of therapy. In contrast, clients identified insight 
and personal growth as the most important events during the working phase of therapy 
(session 4 and 5). Similar results were found by Holmes and Kivlighan (2000), who 
found that clients identified the therapeutic relationship as helpful in early stages of 
therapy while the importance of defining the problem increased linearly throughout 
therapy. Results highlighting the importance of the therapeutic alliance for clients early in 
therapy have also been found in group therapy (Kivlighan & Goldfine, 1991). These 
studies, although limited in number, indicated that phase of therapy may influence what 
clients indicate is most helpful.  
 The influence of treatment approach on the events clients report as helpful. 
Two studies have examined whether the treatment approach moderated what clients 
Change Processes of Sudden Gains 
 31  
specified as helpful events in therapy. In one study, the responses of helpful events were 
compared between CBT and psychodynamic approaches wherein clients in a crossover 
design received eight sessions of one approach followed by eight sessions of the other 
approach (Llewelyn et al., 1988). The most pronounced differences between the two 
treatment approaches were that clients reported problem solution more often as most 
helpful in CBT and awareness more often as most helpful in psychodynamic therapy. 
Similar results were found in another study (Elliot, James, Reimschuessel, Cislo, & Sack, 
1985) where a client receiving cognitive therapy more often identified personal insight 
and reassurance as helpful compared to a client receiving dynamic-experiential therapy 
who had more frequently reported personal insight, awareness, and client involvement.  
In addition to the very few studies investigating treatment approach as a 
moderator of helpful aspects of therapy that clients reported, other patterns in the 
literature have also been found. Booth and colleagues (1997) found differences in how 
often clients from a given therapist rated awareness and problem solution as most helpful, 
but these findings were not linked to therapeutic approaches as five of the six counsellors 
in the study rated their orientation as humanistic/eclectic. Interestingly, most studies that 
have administered CBT and humanistic/psychodynamic therapy interventions to clients 
have identified most frequently insight/awareness and factors related to the therapeutic 
relationship as most important (Cummings et al., 1993; Elliot, 1985; Heppner et al., 
1992). Examining therapy approaches in isolation, clients in CBT identified insight as 
most helpful along with applying coping skills and the therapeutic alliance (Burke, 
Richards, Timulak, 2018; Richards, Dowling, O’Brien, Vianò, & Timulak, 2018; 
Richards & Timulak, 2012). Clients receiving group psychodynamic psychotherapy in 
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one study noted having an emotional experience as being most important followed by 
gaining insight and factors related to group cohesion as most helpful events (Moreno, 
Fuhriman, & Hileman, 1995), and clients in existential therapy identified insight and the 
opportunity to verbalize their experiences as most helpful (Sousa, Pestana, Tavares, 
2018). Taken together, the results have indicated a trend of insight and relational factors 
as being the most prominent in the spontaneous reports of clients within CBT and 
humanistic/psychodynamic approaches, with additional factors of applying coping skills 
being more important for the former and emotional experiences being more important for 
the latter.  
Summary. Using clients’ perspective on what was most helpful in therapy has 
provided meaningful insights into process research. The categorization of these helpful 
events has demonstrated that certain themes are reported more often than others in 
different phases of therapy and that the categories may reflect the therapeutic approach 
received by clients. Further research is still required to understand to what extent client-
reported helpful aspects of therapy are moderated by therapy approach as well as the 
timing within treatment.  
Current Study 
Study Rationale 
The goal of this proposed study was to examine sudden gains from a new vantage 
point in order to address the research question: “why do sudden gains occur?” To do so, 
the first aim was to extend prior research in understanding the characteristics and 
potential moderators of sudden gains. This study had the opportunity to enhance the 
external validity of sudden gains. The sample in this study was comprised of clients who 
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have a wide range of presenting concerns, including seeking help to alleviate 
psychological disorders (e.g., depression, anxiety, eating disorders), challenging life 
circumstances (e.g., academic concerns, family problems, cultural issues), or both. 
In addition, internal and external validity was enhanced also through the inclusion 
of multiple treatment approaches that included CBT as well as 
humanistic/psychodynamic therapy treatments (i.e., psychodynamic, emotion focused, 
person-centered multi-cultural, integrative). Previous research on sudden gains has been 
conducted largely through the framework of CBT, exposure therapy, and supportive-
expressive therapy. Furthermore, very few studies have examined a variety of 
hypothesized change mechanisms across multiple therapeutic modalities of treatment 
simultaneously, within the same study. As such, the proposed study was more 
comprehensive in these regards than previous studies. 
Furthermore, sudden gains were examined across different phases of therapy (i.e., 
early, working, and late phase of therapy) that were both theoretically and practically 
meaningful for researchers and clinicians alike. Hitherto, studies have given only 
moderate consideration to the differences in timing of sudden gains by examining only 
first-sessions differences or by examining differences between sudden gains occurring 
during the first-half to the second half of treatment. Comparing sudden gains during these 
three phases of therapy provided a framework that allowed for the examination of early 
phase sudden gains to working phases sudden gains. As such, this was done to increase 
the clinical utility and face validity for clinicians and clients in the eventual application of 
findings from this study in clinical practice.  
Change Processes of Sudden Gains 
 34  
The second aim of the study was to explore potential change processes of sudden 
gains by using clients’ own perspectives and insights about the benefits of therapy as a 
window into potential change processes underlying the phenomenon of sudden gains in 
therapy. To date, using client’s perspective on the helpful aspects of therapy has not been 
used in previous studies to investigate change processes of sudden gains, a contribution 
unique to the current study. 
Objectives and Hypotheses 
In the current study, the research into sudden gains followed three phases: (1) 
identify sudden gains within the archival outpatient clinic data set; (2) examine whether 
sudden gains differ (e.g., in magnitude, rate of reversals) from other studies, between 
phases of treatment, and treatment approaches; and (3), examine the mechanisms of 
change in sudden gains via client-reported alliance and client reported helpful aspects of 
therapy.  
Part I – Identifying Sudden Gains 
Hypothesis 1: Sudden gains were expected to be present in the data set.  
 The current study used a general symptom measure (i.e., Outcome Questionnaire-
45; OQ-45), which to date has been used only once to identify sudden gains (Greenfield 
et al., 2011). In addition, the current study differed from other sudden gain studies in that 
it used a general symptom measure to examine a variety of presenting concerns whereas 
the majority of sudden gain studies have investigated a specific disorder (e.g., Major 
Depression; Masterson et al., 2014) using a disorder-specific symptom measure (e.g., 
Beck Depression Inventory-II; Abel et al., 2016; Tang, DR, Beberman, Pham, 2005). 
Given that the literature has yet to established the OQ-45 as able to detect sudden gains 
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and that the current study differed from most other sudden gain studies in its’ target 
treatment approach and diagnoses, the first hypothesis was to establish the OQ-45 as able 
to detect sudden gains among clients with a variety of presenting concerns (see Table 1 
for an overview of all hypotheses at the end of this section).   
Hypothesis 2: Sudden gains found in this study were expected to be comparable to a 
similar study.  
 The second hypothesis was that the sudden gains found in this study were 
projected to have similar prevalence and magnitude as compared to a study that also used 
the OQ-45 as an outcome measure (Greenfield et al., 2011). The prevalence of sudden 
gainers in the study by Greenfield and colleagues was 23% of the sample, and the mean 
sudden gain was 30 OQ-45 points.  
Part II – The Influence of Timing and Treatment Approach on Sudden Gains 
Hypothesis 3: Characteristics of Sudden gains were expected to be similar between 
CBT and humanistic/psychodynamic therapy. As noted previously, the only meta-
analysis of sudden gains to date concluded that sudden gains’ characteristics (i.e., 
prevalence, magnitude, and number of reversals) did not differ by treatment approach. 
Therefore, it was expected that sudden gains in the current sample would be similar in 
terms of prevalence (H3.1), magnitude (H3.1), and number of reversals (H3.3) when 
comparisons were made between CBT and humanistic/psychodynamic therapy (i.e., 
psychodynamic, emotion focused, person-centered multi-cultural, or integrative therapy). 
Hypothesis 4: Sudden gains were expected to be more pronounced in the early phase of 
treatment than in the working or late phases. Given the dose-response model, which 
postulates that clients improve to a greater degree earlier in therapy, sudden gains in the 
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early treatment phase were anticipated to have a higher prevalence (H4.1), a larger 
magnitude (H4.2), or fewer reversals (H4.3) than later phases (combining treatment 
approaches).  
Hypothesis 5: Timing and therapy approach were expected to impact the predictive 
strength of sudden gains on outcome.  
 The predictive power of sudden gains on outcome was expected to be influenced 
by when they occurred in therapy and by treatment approach. H5.1. Again, given the 
dose-response model early sudden gains were projected to more strongly related to better 
outcome than later phase sudden gains. H5.2. The meta-analysis (Aderka et al., 2012) 
found that sudden gains in CBT treatment had a greater effect size related to final 
symptom scores than sudden gains in non-CBT treatments. Follow these results, sudden 
gains occurring in CBT were expected to be more strongly related to improvements in the 
OQ-45 by the end of treatment than in humanistic/psychodynamic therapy.  
Part III – Mechanisms of Sudden Gains 
 For the following hypotheses, four sessions were of interest: two comparison 
sessions, the pregain session, and the postgain session. The two comparison sessions 
referred to the 2-weeks-before (preprepregain) session and the 1-week-before 
(prepregain) session. See Figure 1 for a visual reference of when the control sessions 
occurred compared to the pregain session.  
Hypothesis 6: Only early sudden gains were expected to be associated with an increase 
in the alliance.  
 Hypothesis 6 consisted of two sub-hypotheses, each focussed on whether the 
timing of sudden gains was related to a client’s improved in alliance scores during the 
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sudden gain. These hypothesis were based on the literature that (a) alliance peaks during 
the early phase of therapy (Ardito & Rabellino, 2011), and (b) mixed findings regarding 
whether the alliance improves during the course of a sudden gain (Lutz et al., 2013; Tang 
& DeRubeis, 1999). H6.1. Therefore, early phase sudden gains were anticipated to be 
related to an improvement in the working alliance from the two controls sessions (i.e., 2-
weeks-before and 1-week-before sessions) to the pregain gain session. And they were 
also anticipated to improve from a moderate level of alliance prior to the sudden gain to a 
strong level of alliance following the sudden gain. H6.2. Working phase and late phase 
sudden gains were expected to be associated with strong levels of the working alliance 
throughout the four sessions (i.e., experiencing no meaningful change in the alliance 
between sessions). 
Hypothesis 7: Client’s perception of helpful therapy events were expected to be related 
to sudden gains.  
 Content coded client responses regarding helpful events in therapy were 
anticipated to offer new insights into why sudden gains may occur. As no research has 
examined such qualitative responses in relation to sudden gains, these hypotheses were 
exploratory in nature. Given the exploratory nature of this hypothesis, the qualitative 
hypothesis was that certain helpful categories were expected to be coded by researchers 
less frequently during the two comparison sessions (2-weeks-before and 1-week-before) 
than the pregain session. Although research has identified certain categories as most 
helpful in general in therapy, research has not related these to sudden gains. This was one 
of the contributions of the current study.  
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Hypothesis 8: Timing and therapy approach predict the reported helpful aspects of 
therapy associated with sudden gains. 
This hypothesis was ancillary to the preceding hypothesis and furthered its 
exploratory nature. It was hypothesized that the occurrence of helpful events differed by 
sudden gain session location as well as treatment approach. However, the direction of 
difference was uncertain given the novelty of this analysis in sudden gain research.  
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Table 1.  




H1. Sudden gains were expected to be present in the data set. 
H2. Sudden gains found in this study were expected to be 




H3. Sudden gains in CBT were expected to have a similar 
prevalence, magnitude, and rate of reversals as compared to 
humanistic/psychodynamic therapy. 
H4. Sudden gains in the early phase of therapy were anticipated to 
have a higher prevalence, greater magnitude, and fewer reversals.  
H5. Timing and treatment approach were anticipated to impact the 




H6. Only early sudden gains were expected to be associated with an 
increase in the alliance. 
H7. Helpful categories were expected to differ between the pregain 
session and the comparison sessions (preprepregain and prepregain 
sessions).  
H8. Timing and therapy approach were expected to be related to 
differences in the prevalence of helpful categories during sudden 
gains. 
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CHAPTER II: METHODS 
Setting 
 The present study made use of archival data that was drawn from a university 
outpatient clinic at a medium-sized university in southwestern Ontario, namely the 
Psychological Services and Research Centre (PSRC) at the University of Windsor. The 
clientele at the PSRC seeking psychotherapy were by referral only and consisted 
predominantly of students at the local university but also a small sample of referred 
individuals from the community.  
Participants 
 This study used archival data of clients from five academic cohorts from 
September 2012 to April 2017 who attended therapy at the PSRC. (This represented all 
years for which outcome and process measures were available). All available clients were 
examined for the initial hypothesis – that sudden gains existed in the current sample; in 
subsequent parts of the study only clients who had a sudden gain (criteria identified 
below) during their observed treatment period were retained for the study. However, the 
process by which clients were referred to the PSRC constituted an a priori set of 
exclusion criteria based on their admittance to therapy. Given that the PSRC was a 
training site for novice to advanced clinic psychology graduate students, referrals were 
catered to the needs of this setting. The criteria for a referral to the PSRC from the 
student population was as follows (Psychological Services and Research Centre, 2017): a 
focus on depressive and anxiety-related symptoms with minor to no personality disorders 
for novice therapists, clients with broader presenting problems including personality 
disorders for moderate therapists, and complex client presentations for advanced 
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therapists that may include suicidal ideation, trauma, comorbid disorders, and moderate 
impairment due to personality disorders. Other general guidelines for the referral of any 
potential clients were that they were interested in long-term therapy, had a reasonable 
capacity to relate to others, and were not actively suicidal.  
Demographics. Following the exclusion criteria outlined above, 70 clients were 
identified as having a sudden gain and were included in the analyses. The clients had 
mean age of 22 years, were mostly female (63%), White (62%), Heterosexual (70%), and 
single (56%). The majority of clients were not employed and were not experiencing 
academic difficulty. Clients primarily endorsed that their family was “somewhat” 
supportive (22%) and identified a median of 3 people to count on. Most often, clients 
rated their health as good (30%) or satisfactory (18%), and most often reported not being 
active in their religion (47%). See Appendix A for a complete list client demographics as 
well as Appendix F for a comparison to other sudden gain studies.  
The most commonly endorsed primary concerns were anxiety (35.7%), 
depression (24.3%), and interpersonal issues (15.7%), and clients rated the duration of 
these symptoms most frequently as occurring for “most of my life” (27.1%) or for several 
months (22.9%). The average intensity of the primary concern was high (M = 4.7, where 
a score of 5 equals “high intensity”). Most clients identified receiving psychotherapy 
prior to attending for therapy at the PSRC (82.9%) and concurrently elsewhere (82.9%). 
The majority of clients did not endorse currently taking psychiatric medication (77.1%), 
or previously having a hospitalization for psychiatric reasons (92.9%), alcohol (85.7%) or 
drug problems (95.7%), or attempting suicide (87.1%). See Appendix B for a complete 
list clients’ symptom characteristics.  
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Linear regressions analyzed whether demographic; education and employment; 
mental health history; current symptoms characteristics; and health, social, and religious 
variables predicted the magnitude of sudden gains as well as post-treatment scores (see 
Appendix C, D, and E). Only one trending-to-significant regression equation was found 
for current psychiatric medication use, F(1,68) = 3.758, p = .058 with an R2 of .052.  
 Therapists. Multiple cohorts of clinical psychology graduate students provided 
therapy at the PSRC and were either completing their Masters or Doctorate in the 
Clinical Psychology graduate program. Graduate students enrolled in therapy training 
classes of their choice that were either dedicated to a specific treatment approach (i.e., 
cognitive-behavioural therapy, emotion focused therapy, psychodynamic therapy) or to 
an integrative perspective (integrative psychotherapy). On average, therapists ranged 
from 0 to 2 years of therapy experience in the clinical program, although some therapists 
may have had additional clinical experience prior to attending the Clinical Psychology 
graduate program at the University of Windsor or due to other circumstances (e.g., 
working during a leave of absence).  
 Grouping of therapeutic approaches. Clients were organized into one of two 
therapy groupings, either cognitive behavioral therapy (CBT) or 
humanistic/psychodynamic therapy. The latter consisted of clients who received emotion 
focused therapy (EFT), psychodynamic, or integrative therapy, which could have 
involved an open-ended combination of approaches. However, the composition of 
therapists and their clients in each grouping was not homogeneous. On average, 
therapists in the CBT groups were less experienced than therapists in the 
humanistic/psychodynamic therapy grouping. This is because, where the study was 
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conducted, the CBT training class was often the inaugural training class for therapists, 
whereas therapists in the humanistic/psychodynamic therapy grouping typically had 
taken already at least one other therapy training class. This is especially pronounced for 
the integrative therapy class as therapists here were considered to have the most advanced 
skills in the graduate program. The difference in clientele between groupings hinged 
mostly on clients from the integrative therapy class. Given the class’s advanced nature, 
the clients referred to the integrative therapists often had more complex presentations that 
were not suitable for junior therapists in the CBT, EFT, or psychodynamic classes.  
Measures 
 One outcome measure and two client self-report process measures were used in 
this study. All client self-report measures in this study made use of computer 
administration. Finally, a measure to be applied by expert raters was used. 
Outcome measure. 
 Outcome Questionnaire (OQ-45). The OQ-45 (Lambert, et al., 1996) was a 
multiple-choice self-report questionnaire that monitors clients’ symptoms on 45 items. 
The measure’s purpose was to monitor client progress throughout therapy (at multiple 
assessment points). Scoring the measure yielded a summary score and three subscale 
scores that focussed on differing aspects of psychological functioning: subjective distress, 
interpersonal functioning, and problems in social role performance. Clients completed 45 
items on a 5-point Likert scale ranging from “never” to “almost always” (see Appendix 
G). The summary score and subscales have been supported by confirmatory factor 
analysis as having a four factor bilevel solution (Lo Coco, Chiappeli, Bensi, & Lambert, 
2008). The summary score has be tested as having an adequate reliability with high 
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internal consistency of .93 (Lambert, et al., 1996) and a moderate test-retest reliability. 
Moreover, this outcome measure has demonstrated sufficient sensitivity to change 
(Vermeersch, Lambert, & Burlingame, 2000), a property that is vital to this study. The 
reliable change index (RCI) was important in the current study because it was a statistic 
that measured whether a change in an individual’s score was statistically significant 
(Heaton et al., 2001). The RCI of the OQ-45 was 14 (Lambert, et al., 1996) and was 
established from published normative data and followed the formula by Jacobson and 
Truax (1991): RCI = [(pre-test) - (post-test)] / Sdiff = X. Reliable change was suggested if 
X was greater than 1.96 at the .05 alpha level of confidence. The RCI score of 14 was 
determined from using outpatient clinic samples as well as a community samples 
(Beckstead, Hatch, Lambert, Eggett, Goates, & Vermeersch, 2003; Lambert et al., 1996). 
 Process measures 
 Client Working Alliance Inventory – Short Form (WAI-SR). To assess the quality 
of the working alliance, clients completed the WAI-SR (Hatcher & Gillaspy, 2006), a 
client-rated short form version of the original WAI (Horvath & Greenberg, 1986). The 
original WAI was based on Bordin’s theory that the therapeutic alliance consisted of 
agreements on goals between client and therapist, agreement on tasks, and the quality of 
the bond. Both the original WAI and the later WAI-SR measured these three domains 
(i.e., goals, tasks, and bond). Clients rated 12 items that collectively encompassed these 
three domains on a 7-point Likert scale ranging from “never” to “always” (see Appendix 
H). The three subscales ranged in scores from 4 to 28 while the total score ranged from 
12 to 84. The WAI-SR has demonstrated high internal consistency with a Cronbach’s α 
from .81 to .91 for the sub and total scores (Hatcher & Gillaspy; Munder, Wilmers, 
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Leonhart, & Barth, 2009) and high test-retest reliability of .93 (Hanson, Curry, & 
Bandalos, 2002). The WAI-SR has exhibited also construct validity and correlated well 
with other measures (Paap & Kijkstra, 2017). 
 Helpful Aspects of Therapy (HAT). The HAT (Elliott, 1985; Llewelyn, 1988; see 
Appendix J) was a qualitative measure that asked clients to describe in textboxes what 
was the most important event they found helpful in their most recent therapy session, any 
other important events. They were also asked about two unhelpful events. Clients then 
rated how helpful or unhelpful the event was on 5-item Likert scale ranging from 1 
(slightly) to 5 (extremely helpful or hindering). Finally, the HAT also asked clients to 
describe two events that may have hindered their progress in the session, and similarly to 
rate how hindering the event was. It should be noted, however, that hindering events were 
not examined in the current study. This measure has been used previously within process 
psychotherapy research (Elliot, Slatick, & Urman, 2001; Holowaty & Paivio; 2012; 
Timulak, 2007). 
Helpful Aspects of Experiential Therapy Content Analysis System (HAETCAS). 
The HAETCAS (Elliot, 1988) was not a client self-report measure but rather one that was 
applied by expert raters. This tool was used to code client responses to the HAT 
questionnaire (described above), in order to generate a secondary data set. Furthermore, 
the original version of the HAETCAS was the product of several revisions and was also 
based on the recommendations of researchers who have used the tool. The coding system 
had 27 different codes that were conceptualized as nested in three main dimensions: 
content, action, and the impact of events. Content referred to the subject of the experience 
(7 sub-categories; e.g., self, family, work); the actions category signified what the client 
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or therapist did during the event (7 sub-categories; e.g., client expressed feelings, client 
disclosed information, therapist used a basic technique); while the impact events category 
indicated what processes clients found helpful (13 sub-categories; e.g., insight, positive 
image of oneself, problem solution).1 For a full list of categories by dimension see 
Appendix J. 
  Initially, the 27 categories of the HAETCAS were used in training but were 
reduced to 10 categories due to low base rates and lack of meaningful information 
provided. The categories of client expression, empowerment, positive self or other, relief, 
and basic and specialized therapist techniques were found in less than 1% of practice 
responses; and the category client discussion was removed as it was coded in over 80% 
of responses. The categories of self/other insight, self/other awareness, and self/other 
metaperception were combined into one category: insight. This was because several of 
these related categories had low base rates or there was difficulty establishing high inter-
rated reliability. The content domain described in the HAETCAS was not rated as it 
became apparent through training that this category did not provide clinical utility to the 
purposes of this study. Furthermore, there have been no publications to date that have 
used the content dimension on the rating scale.  
Importantly, several of the categories used to code client responses had aspects 
that were similar although being clinically distinct. For example, the category of insight 
referred to clients gaining greater understanding of themselves or others by seeing 
reasons, causes, parallels, or connections involving feelings or behaviours. Meanwhile, 
the category of problem clarification focusses on obtaining clarity into what the problems 
were or how to respond to them, in essence gaining insight into one’s problems. A clear 
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distinction was made during the coding process of when to code for insight and when to 
code for problem clarification. However, clients’ brief statements at times made 
identifying the appropriate category difficult. For example, the statement given by one 
client, “having an understanding of my issues,” was clearly an insight but was 
nonetheless unclear whether the insight related to one’s patterns of behaviour or related 
to one’s problems.  
While training a research assistant to use the modified HAECTAS coding system, 
the principal investigator realized that several types of client responses did not 
appropriately fit into any of the coding categories. All these noncoded responses were 
then grouped into original and distinct categories based on their qualitative similarities, 
and then only categories that had a base-rate greater than 5% and had some clinical utility 
were retained for analyses. For example, a category of venting was identified, but this had 
a very low base rate (<5%), and the category of tasks had a high base rate but the clinical 
utility for this study was minimal as any intervention clients mentioned was categorized 
as a task. The categories of treatment planning and goal setting, looking for potential 
solutions, and therapist directivity were original categories added to the coded system for 
this study as these codes had sufficiently high base rate and clinical utility. The category 
of hope, which has been discussed in the literature as a process potentially related to 
sudden gains (Abel et al., 2016), was not found to explicitly occur in any of the client 
responses during therapy. The principal investigator believed that this is due to the nature 
of the specific question asked of clients (i.e., what event was most helpful). Clients were 
not asked the follow-question of why the event was most helpful – significantly reducing 
clients’ responses related intrapersonal processes as seen in clients’ brief answers to the 
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question. The final list of coded categories consisted of 10 items: alliance strengthening, 
self-exploration (i.e., of emotions, thoughts, behaviours), insight, treatment and goal 
planning, problem clarification, looking for potential solutions, solution found, tasks, 
client disclosure, and therapist directivity and can be found in Appendix J. 
Procedures  
 Recruitment and therapy in the archival study. As noted above, clients who 
attended for therapy at the PSRC were referred to the clinic from the walk-in mental 
health clinic affiliated with the University of Windsor. Students attended for at least one 
session with a counsellor at the walk-in clinic, and then the client was referred to the 
PSRC if the counsellor deemed that the client met the criteria cited previously. Of 
importance was that referred clients were not randomly assigned but rather were 
designated for a particular therapy approach (e.g., CBT, EFT), making this a quasi-
experimental study. Although clients were assigned to therapy approaches, this 
assignment was contingent on the availability of therapists and practical concerns (e.g., if 
there were no therapists available, the referral was passed to another therapy class).  
 Clients completed a baseline assessment point prior to therapy that included an 
initial completion of the OQ-45 along with a consent form and the Student Information 
Form (a demographic questionnaire that also inquired regarding presenting problems). 
After matched with a therapist, clients attended for approximately 10 to 20 sessions of 
psychotherapy with a therapist who was supervised by a licensed Clinical Psychologist. 
Clients completed the OQ-45 prior to each session and a small battery of post-session 
questionnaires that includes the WAI, HAT, and a session evaluation question – the latter 
not being used within the context of this study. In general, clients were identified at the 
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beginning of the fall and winter semesters, around October and January of each year, 
with additional referrals accepted during each semester.  
Exclusion criteria. Clients who attended for 1 or 2 sessions or whose initial 
symptoms score was below a clinical cutoff, as has been done in previous studies 
(Gaynor et al., 2003; Kelly et al., 2007a; Tang & DeRubeis, 1999) were excluded from 
the study. For the OQ-45, the recommended cutoff for distinguishing between clinical 
and community samples was a score of 64 (Lambert et al., 1996). See Appendix K for a 
flow chart of clients identified for the study.  
 Data collection and criteria of sudden gains. All clients’ data on the Outcome 
Questionnaire (OQ-45) was acquired with permission through the PSRC to be examined 
for the presence of sudden gains. Tang and DeRubeis (1999) used a 3-point criteria to 
operationalize the phenomenon of sudden gains to ensure that the magnitude of the 
change was large and stable over time. The first criterion was that a sudden gain included 
a minimal amount of change. Although Tang & DeRubeis did not specify exactly how 
large this minimal amount was, other researchers (Hardy et al., 2003; Stiles et al., 2003) 
have noted that their original decision was close to the reliable change index (RCI). 
Again, the RCI of the OQ-45 is 14 (Lambert, et al., 1996). The second criterion (2) was 
that the change should be large relative to the pregain symptom severity, defined as a 
change of at least 25% of the pregain session. However, this second criterion has faced 
criticism as it assumes that measures represent ratio scales when most measures, such as 
the BDI, use interval scales (Hardy et al., 2005) thereby making percentage changes less 
meaningful. Moreover, this criterion’s contribution to identifying sudden gains has been 
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minimal (Stiles et al., 2003), and it has been recommended that it be removed (Tang et 
al., 2005). In the current study, the second criterion was not applied for these reasons.  
 The third and final criterion by Tang and DeRubeis (3) was to ensure that the 
change was a reliable decrease in symptoms that was not a matter of symptom 
fluctuation, which was operationalized as a significant difference between the mean score 
of the three sessions prior to the gain to the mean score of the three sessions after the 
gain. Similar to the second, this criterion had come under scrutiny as both sets of three 
session scores were not independent observations (Vittengl et al., 2005) that can result in 
positive autocorrelation effects (Hardy et al., 2003). In addition and as stated previously, 
this criterion restricted the analyses of sudden gains occurring very early or late in 
treatment. Kelly and colleagues (2005) modified this third criterion such that the sudden 
gain must exceed at minimum 1.5 times the amount of the average standard deviation 
from all available client’ scores of the target measure, which adjusted third criterion has 
been used in other studies (Hopko et al., 2009; Kelly et al., 2007; Masterson et al., 2014; 
Singh, 2012). Although this modified third criterion improved upon the earlier iteration 
of allowing for analyses of very early and late sudden gains, the purpose of the third 
criterion designed by Tang and DeRubeis was to exclude random fluctuations, an issue 
that Kelly and others’ adaptation does not assess. In the present study, an additional 
criterion was included to ensure that the sudden decrease in symptoms was not due to a 
sudden increase in symptoms from the prepregain session to the pregain session or from 
the postgain session to the postpostgain session. This was done by ensuring that the 
prepregain to pregain as well as post to postpostgain symptom changes did not exceed the 
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first criterion (change in RCI) and the third criterion (1.5 times the average standard 
deviation).  
 In summary, the current study’s criteria for sudden gains were (1) an absolute 
change of greater than the RCI, (2) a change greater than 1.5 times the average standard 
deviation, and (3) not the result of a sudden loss from the prepregain to the pregain 
sessions or from the postgain to the postpostgain sessions (see Figure 1 for an example 
that meets the three criteria).  
 Data collection on treatment process and potential moderators. For clients who 
were identified as having experienced a sudden gain, further data was examined and 
included the following: original hard-copy information (i.e., paper format) that consisted 
of the University of Windsor PSRC Student Information Form to access clients’ personal 
information (e.g., demographics); and original electronic-copy information that consisted 
of the WAI and the HAT  questionnaires as well as the Referral Status from Student 
Counselling Centre document kept by staff at the PSRC. This latter document linked 
clients to the therapy approach that they received while attending for treatment at PSRC. 
No other client data was used for this study beyond the forms and measures mentioned 
above. These additional data was matched with clients’ OQ-45 scores. A review of the 
data was then completed to ensure that the compiled data set was accurate.  
 Delineation of phases of therapy. To date there has been no universal consensus 
on when one phase of therapy ends and another begins. In one study examining early 
responders to treatment, the early response had to occur within the first 4 weeks of 
therapy (Callan et al., 2019). In dialectic behavioural therapy, Coyle and colleagues 
(2019) specified the pretreatment stage (or early phase) as occurring between sessions 1 
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and 4. King and Boswell (2019) did not give criteria for the early stage of CBT, but in 
their study on processes early in treatment of a case example, they provided examples 
from sessions 1 to 3. Meta-analysis of early perception of treatment credibility and 
outcome examined early perceptions only in sessions 1 and 2 (Constantino, Coyna, 
Boswell, Iles, & Vîsla, 2018) while another meta-analysis of the association between 
early treatment outcome expectation and final outcome only examined expectations at 
session 1 (Constantino, Vîsla, Coyna & Boswell, 2018). Some researchers have split 
therapy sessions into thirds (Paivio, Hall, Holoway, Jellis, & Tran, 2001). In EFT, Paivio 
and Bahr (1998) ended the early phase after session 3, and Paivio and Patterson (2001) 
ended the early phase after session 4 as these sessions were when the primary 
interventions were implemented in therapy for the respective studies. Overall, researchers 
seemed to limit the early phase of therapy to either sessions 3 or 4. For the current study, 
the criteria for phase of therapy followed that of Carpenter and colleagues (2016), who 
categorized session one to three as early phase sessions, the last two sessions of therapy 
as late phase sessions, and the sessions in between as working phase sessions.  
Coding of Helpful Aspects of Therapy Responses by Clients. 
 Coding of HAT responses. One of the main foci of this study was to identify 
which processes deemed helpful by clients correlated with the presence of sudden gains. 
To do this, written responses on the Helpful Aspects of Therapy (HAT) questionnaire 
were coded following a modified version of the Helpful Aspects of Experiential Therapy 
Content Analysis System (HAETCAS; Elliot, 1988; Timulak, 2007) thereby allowing 
written response on the HAT questionnaire to be placed into various process-oriented 
categories. Again, many of the original categories were removed from the coding 
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procedure due to their low base rate of less than 1% of practice responses. Any changes 
to the coding procedure occurred prior to hypothesis testing.  
All responses on the HAT questionnaire were rated by both the principal 
investigator and a research assistant (RA), a 4th-year undergraduate student in 
psychology. The RA was provided with a minimum of 15 hours of training that consisted 
of a review of the context of the psychotherapy provided to clients, a discussion of the 
coding manual, and practice coding of clients’ responses on the HAT questionnaire taken 
from sessions occurring after the sudden gain. 
Two clients were excluded from coding as they did not complete the HAT 
questionnaire for any of the sessions investigated leaving a sample of 68 clients for 
analysis in hypothesis 6 and 7. Both raters were blind to the session rated, psychotherapy 
orientation received by clients, and the phase of therapy for the sudden gain of the clients. 
Since this study included very early sudden gains, 7 clients had a sudden gain beginning 
in session 1 and did not have HAT responses for either comparison sessions, and 8 clients 
had a sudden gain beginning in session 2 and did not have HAT responses for the 2-
weeks-before comparison session (see Figure 1 for a visual reference to when the control 
sessions occurred). Of clients who could have responded given the previous information, 
the majority of clients answered the first HAT response for the 2-weeks-before 
comparison session (91.1%), 1-week-before comparison session (90.5%), and pregain 
session (91.4%). Most clients also answered the second HAT response on the 2-weeks-
before comparison session (76.8%), 1-week-before comparison session (66.7%), and 
pregain session (67.1%). Both of the HAT responses for each session were coded 
together on up to 5 of the 10 categories with each category allowed to be rated only once. 
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Then, each client received a code of 0 (absent) or 1 (present) for each of the categories 
for each of the sessions. The mean and median number of categories coded for both 
responses in each session were as follows: the 2-weeks-before comparison session had 
mean of 1.7 categories applied to it and a median of 2 categories (SD = 1.4, Range = 0 to 
5); the 1-week-before comparison had mean of 1.6 and a median of 2 (SD = 1.1, Range = 
0 to 5); and the pregain had mean of 1.8 and a median of 2 (SD = 1.0, Range = 0 to 5).  
Inter-rater reliability. Reliability between the two raters from Cohen’s 
kappas ranged from .97 to .50 for each of the 10 codes in the modified-HAECTAS. As an 
additional check to the coding process, on several occasions data was presented to the 
principal investigator’s research lab where experts in process research provided their 
independent opinions. The category problem clarification had the lowest Cohen’s kappa, 
that of .50. This disagreement in coding was from confusion between this code and 
alternative codes for insight, problem solution, and treatment planning. This is likely due 
to the conceptual overlap with these other categories. For instance, problem clarification 
was often an insight about what the client believed was their core problem, which also 
identified the solution to the problem and the goal of treatment. To increase the 
robustness of the coding, the category problem clarification was removed from the 
sample leaving a range of Cohen’s kappas from .97 to .73. Base rates were also 
established for each of the 10 categories across the three sessions investigated and ranged 
from 5.7% to 51.4% in the 2-weeks-before comparison session, 4.3% to 25.7% in the 1-
week-before comparison session, and 2.9% to 24.3% in the pregain session. See Table 2 
for each items’ base rates across the three sessions and Cohen’s kappa.  
 RA confidentiality training. Prior to assisting in this study, the RA was trained in 
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terms of confidentiality such as not discussing client information or discussing the nature 
of the study with any persons not involved in the study. The RA also received training 
related to data security such as requiring the download of the Veracrypt program to 
access the data, accessing the data  
 
Table 2.  
Cohen’s Cappas and Base Rates for each Session of Coding Categories for the Helpful 










  n % n % n % 
Alliance building .97 17 24.3% 9 12.9% 10 14.29% 






21.4% 20 30.0% 23 35.7% 
Treatment planning/goal 
setting 
.73 9 12.9% 11 15.7% 10 14.3% 
Looking for solutions .79 6 8.6% 3 4.3% 2 2.9% 
Problem Solution .75 5 5.7% 6 8.6% 8 11.4% 
Tasks .79 9 12.9% 14 20.0% 8 11.4% 
Client Disclosure .79 6 8.6% 2 2.9% 4 5.7% 
Therapist directivity or 
challenging the client 
.86 4 5.7% 5 7.1% 5 7.1% 
Problem clarification .50 7 10.0% 3 4.3% 9 12.9% 
Note: Cohen’s Cappa >.75  = Excellent; 0.4-.75 = Fair, <0.4 = Poor (from Fleiss 1981). 
Given the low Cohen’s Cappa for Problem clarification, this category was removed 
from analyses.  
 
within the confines of the “Emotion Change Lab,” and storing the data only in the 
designated secured location (outlined below). The RA was not involved in any aspect of 
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the study related to sudden gain identification. However, the RA aided in compiling 
client data. 
 De-identifying data. Clients were identified in this study by a research 
identification number (i.e., #0001). The data from clients were de-identified whereby 
clients’ names, initials, birthdays, PSRC medical numbers, and any other identifiable 
information (e.g., student identification numbers or addresses) were removed from the 
data prior to identifying sudden gains. A key of client PSRC medical numbers 
corresponding with research identification numbers was retained as a back-up but kept 
separately from research files within the custody of the Emotion Change Lab. Finally, 
therapists’ names and PSRC numbers were deleted from all sources of information. 
 Data protection and storage. The process of transferring data from hard-copy to 
electronic format occurred only at the PSRC, and the hard-copy information of the data 
never left the PSRC’s premises (in keeping with the standard clinical practices of the 
PSRC). This electronic data was password protected and stored on the principal 
investigator’s computer as well as on two back-up USB flash drives. These back-up USB 
drives were stored within a locked filing cabinet in the “Emotion Change Lab” in the 
department of psychology, University of Windsor. The information on the principal 
investigator’s computer was stored in a Veracrypt encrypted folder. In order for the RA 
to access the data, the RA installed the Veracrypt program on her computer. In addition, 
the data was only accessible to the RA through the same encryption program. After 
coding finished, the RA saved her data on the principal investigator’s computer and back-
up USBs and removed all project-related files from her computer.  
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CHAPTER III: RESULTS 
Use of Equivalency Testing 
 Several hypotheses in the current study expected means from different groups to 
be equivalent (e.g., mean magnitude between sudden gains in CBT were expected to be 
the same as in Humanistic/Psychodynamic Therapy). However, equivalence (or the 
absence of an effect) cannot be established from a non-significant result using traditional 
significance testing, particularly with small sample sizes. Indeed, an absence of evidence 
is not evidence of absence (Altman & Bland, 1995). Equivalence can be assessed by 
rejecting effects large enough to be considered of importance by using tests for 
equivalence (Lakens, 2017). When appropriate, this was the approach used in the current 
study. If equivalence was not established, then post-hoc traditional null-hypothesis tests 
were used.  
Assumptions of analyses 
Hypothesis 1. No assumptions were tested for this hypothesis as it explored 
whether the OQ-45 could reliably detect sudden gains and that sudden gains existed in 
the data set. 
Hypothesis 2. Three of the four assumptions were met for a one sample t-test to 
compare magnitude of sudden gains with the Greenfield et al. (2011) study. Although the 
assumption of normality was not met, Shapiro-Wilk W(70) = .899, p < .001, the one-
sample t-test is robust to this violation with sufficient sample size (Lumley, Diehr, 
Emerson, & Chen, 2002), which the current study has (n = 70) and as no outliers were 
observed.  
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To test that the frequency of sudden gains was equivalent between the Greenfield 
and colleagues’ study and the current study, an equivalence of two proportions test 
(Rogers, Howard, & Vessey, 1993; Shishkina, Farmus, & Cribbe, 2018) was conducted, 
which is a modified method of the two one-sided tests (TOST; Schuirmann, 1987) for 
nonparametric tests, and best used for simpler designs (Shishkina et al., 2018). 
Equivalence is determined (Shishkina et al., 2018) if the confidence interval (e.g., 90%) 
of the difference between the groups (!̂# − !̂%) wholly falls between equivalence interval 
(-δ, δ = -.10, .10). See Appendix L for an overview of the formulas and data used for this 
hypothesis. The confidence interval for the difference in proportions was set to 10% 
between the two groups (-.10, .10), as has been done in another study (Walker & 
Nowacki, 2011) and was used for all equivalence of two proportions tests. A follow-up 
chi-square goodness of fit test to compare frequency of sudden gains was also completed, 
and all assumptions were met. 
Hypothesis 3. The equivalence of two proportions test was used to test for 
equivalency between treatment approaches for frequency of sudden gains (H3.1) and 
frequency of reversals (H3.3). Follow up chi-square goodness of fit tests to compare the 
frequency of sudden gains and the frequency of reversals were conducted also, and the 
assumptions for these tests were met. A 2 (CBT vs. humanistic/psychodynamic therapy) 
x 3 (sudden gains in different phases of therapy) fixed-factor analysis of covariance 
(ANCOVA) was conducted to compare magnitude of sudden gains with the covariate of 
pre-treatment OQ-45 scores (H3.2 & H4.2). The assumptions were met except for the 
assumption of a normal distribution of the residuals for four (i.e., CBT, 
humanistic/psychodynamic therapy, early phase, working phase) of the five categories (p 
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< .05) as calculated by the Shapiro-Wilk’s Test. Therefore, a Log10 transformation was 
conducted that resulted in a normal distribution of the magnitudes of sudden gains. In 
addition, the assumption of a linear relationship between the covariate and the dependent 
variable at each level of the independent variable was not met for five of the six groups, 
but the test was conducted while noting that the covariate had minimal impact in 
explaining the overall variance of the model (Stevens, 2002).  
Hypothesis 4. Chi-square goodness of fit tests were performed to examine the 
frequency of sudden gains (H4.1) as well as the frequency of reversals (H4.3) across 
phases of therapy, and all assumptions were met for these tests. Post-hoc tests were 
conducted using adjusted standardized residuals (Agresti, 2013; Sharpe, 2015). Any 
residual greater or less than a z-score of 1.96 is considered statistically significant. No 
adjustment to the p-value of .05 was needed as the number of cells in the contingency 
table was not large (MacDonald & Gardner, 2000). The assumptions for the 2x3 
ANCOVA for H4.2 were noted above.  
Hypothesis 5. Although a fixed-factor analysis of covariance (ANCOVA) to 
compare post-treatment scores for sudden gainers was planned, due to the violation of the 
assumption of homogeneity of regression slopes (F(6,63)=4.57, p = .001) and 
homogeneity of variance (F(5,64)=2.91, p < .05), a 2 (CBT vs. 
humanistic/psychodynamic therapy) x 3 (different phases of therapy), repeated measure 
ANOVA (RM-ANOVA) was conducted instead with time (pre-treatment OQ-45 scores, 
post-treatment OQ-45 scores) as the independent variable. The assumptions were met 
except for the assumption of Equality of Error Variances for pre-treatment scores (p < 
.05). The analysis was conducted nonetheless given that the skewness and kurtosis were 
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within the acceptable range and that the RM-ANOVA is robust against violations of 
normality (Stevens, 2002). 
 Hypothesis 6. A RM-ANOVA compared post-session scores of the working 
alliance across the two control sessions, the pregain, and the postgain. No outliers were 
identified. Because the assumptions of sphericity was violated (W(5)=.69, p < .05), the 
Huyng-Feldt correction was used as the epsilon values were greater than .75. The 
assumption of a normal distribution of the residuals for all time points was violated as 
calculated by the Shapiro-Wilk’s Test (p < .05). However, the skewness and kurtosis for 
the residuals of the two comparison, pregain, and the postgain sessions were within the 
acceptable limits. Again, the RM-ANOVA is robust against violations of the normal 
distribution of residuals (Stevens, 2002). 
Main Analyses to Test Hypotheses 
The following results are organized according to the current study’s three themes 
of investigation. The aim of the Part I was to assess whether sudden gains were found in 
the study sample and whether the characteristics of the sudden gains were similar to the 
only other published study (Greenfield et al., 2011) using the same outcome measure in 
the criteria for sudden gains. Next, the aim of Part II was to examine the influence of type 
of therapy (CBT vs. Humanistic/Psychodynamic Therapy) and phase of therapy (early, 
working, or late phase) on characteristics of the sudden gain and the relation between 
sudden gains and outcome. Finally, the aim of Part III was to identify potential 
mechanisms of sudden gains from clients’ qualitative feedback given after each therapy 
session.  
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Part I – Identifying Sudden Gains and comparing their characteristics to the study by 
Greenfield et al. (2011).  
 Hypothesis 1. The purpose of the first hypothesis was to establish that the OQ-45 
would be suitable for identifying sudden gains. Of the 272 clients, 39 were excluded from 
the study due to the exclusion criteria, and of the remaining sample of 233 clients, 30.0% 
(n = 70) clients met criteria for at least one sudden gain. Among sudden gainers, 6 clients 
attained two sudden gains and 1 client attained three sudden gains. Only the first sudden 
gain for each client was used for the analysis and the following statistics. The mean 
session number of the sudden gain was 6, and the median was 6 (SD = 4.23; Range = 1-
21). The average magnitude of the sudden gain was 24.16 OQ-45 points (SD = 8.61; 
Range = 14-50 OQ-45 points). Exactly half of those who experienced a sudden gain (i.e., 
a subset of n = 35 out of 70) also experienced a subsequent reversal. However, of those 
who experienced a reversal a majority of them (77.1% ; n = 27 out of 35) then also 
subsequently experienced a post-reversal recovery (i.e., they reached the lower symptom 
level initially achieved through the initial sudden gain). With regards to treatment type, 
47.1% (n = 33) of clients were given humanistic/psychodynamic therapy, and 52.9% (n = 
37) received CBT. The number of sudden gains that occurred by phase of therapy was 
37.1% (n = 26) in the early phase, 52.9% (n = 37) in the working phase, and 10.0%% (n 
= 7) in the late phase. For sudden gainers, the mean change from pre- to post-treatment 
OQ-45 scores was 22.49 OQ-45 points (SD = 19.68). These findings support the first 
hypothesis that sudden gains were present in the data set. Of note is that the average 
sudden gain magnitude was larger than the average change from pre- to post-treatment, 
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suggesting the change clients experienced during the sudden gain accounted for all of the 
change they made within treatment.  
 Hypothesis 2. To compare the average difference in the magnitude of the sudden 
gains a one-sample t-test using a test-value of 30 was conducted and was significant, 
t(69) = -5.68, p < .001, Cohen’s d = .43, indicating that the mean magnitude of sudden 
gains in the current study (M = 24.2, SD = 8.6) was statistically lower than that of the 
study by Greenfield and colleagues (M = 30, SD = 17), which did not support the 
hypothesis that the magnitude of sudden gains would be equivalent between studies. 
 An equivalence of two proportions test compared the proportion of sudden 
gainers in the current study (30.0%), to the proportion of sudden gains in the Greenfield 
et al. (2011) study (22.6%). The 90% confidence interval for the difference between the 
group proportions (-.01, .157) did not fall completely within the critical equivalence 
interval (-.10, .10). See Appendix L for a list of formulas and calculations. A post-hoc 
chi-square goodness of fit was conducted for the presence of sudden gains (0 = no, 1 = 
yes) with the expected frequency set at 0 = 77.4% and 1 = 22.6%, which test found a 
significant difference, χ2(1) = 3.841, p < .05, with a small effect size V = .23. This result 
indicated that the prevalence of sudden gains in the current study (30.0%) was 
statistically significantly higher than that in the study by Greenfield and colleagues 
(22.6%). These findings did not support the second hypothesis that the characteristics of 
sudden gains in the current study were similar to characteristics of sudden gains in the 
study by Greenfield and colleagues (2011). 
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Part II – The influence of type of therapy and phase of therapy on characteristics of 
the sudden gain 
 Hypothesis 3. The purpose of this hypothesis was to examine how treatment type 
affected the characteristics of sudden gains. The characteristics under examination are the 
proportion of sudden gains, the magnitude of the sudden gains, and the frequency of 
reversals. Specifically, the hypothesis stated that the two groups should be equivalent on 
all three characteristics.  
 Hypothesis 3.1. An equivalence of two proportions test compared the proportion 
of total sudden gainers who were in CBT (54.3%), to the proportion of total sudden gains 
who received humanistic/psychodynamic therapy (45.7%). The 90% confidence interval 
for the difference between the group proportions did not fall completely within the 
critical equivalence interval (see Appendix M). Although the test for equivalency was 
non-significant, this did not necessarily indicate that there was an effect. A chi-square 
goodness of fit test was conducted, but no association was found between the number of 
sudden gains and treatment type (see Table 3). Taken together, these results did not 
support the hypothesis that the number of sudden gains between groups were equivalent 
but also did not indicate that they were significantly different.  
 Hypothesis 3.2. To test for equivalence of the magnitude of sudden gains between 
the CBT and humanistic/psychodynamic therapy groups, two one-sided tests (TOST) 
were conducted in which an upper and lower equivalence bound was identified and 
determined from the smallest effect size of interest (Lakens, 2017). The average 
magnitude of sudden gains was compared between the CBT and 
humanistic/psychodynamic groups. Two equivalence bounds were set and based on 
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criteria outlined by Rogers and colleagues (1993) and is appropriate when a researcher 
tailors each equivalency bound to a specific purpose (Rogers et al., 1993). The first was 
an equivalency bound of less than 20% a minimum value considered to be substantially 
important, and the purpose of this bound was to test an equivalency bound that was 
identified as a standard in the literature (Rogers et al., 1993). Given that the RCI was 
valued as a substantially important difference for sudden gains (i.e., part of the criteria for 
identifying sudden gains), the 
 
Table 3.  
Chi-Square differences by therapy approach on the Number of Sudden Gains and 
Number of Reversals 




Number of Sudden Gains   
CBT 38 35 
Humanistic/Psychodynamic 32 35 
Total 70 70 
Number of Reversals   
CBT 24* 19 
Humanistic/Psychodynamic 11* 16 
Total 35 35 
Note. N = 70. Results are based on a chi-square goodness of fit for Proportion of Sudden 
Gains for proportion of sudden gains, χ2(1, N = 70) = .51, Cramer’s V = .01, and 
number of reversals, χ2(1, N = 70) = 5.76, Cramer’s V = .08. *p < .05 
equivalency bound was set at 20% of the RCI for the OQ-45 (+/-2.8 OQ-45 points). The 
second equivalency bound was based on the effect size the current study had power to 
detect (Lakens, 2017), with the purpose to ensure that a difference was detectable given 
the study’s sample size. With n = 38 in the CBT condition and n = 32 in the 
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humanistic/psychodynamic therapy condition, a pooled SD of 8.639, and power = .80, 
and alpha = .05, the smallest effect size detectable was Cohen’s d = .60. The resulting 
equivalence bound was +/- 5.183 OQ-45 points.  
Using the first equivalency bound of +/-2.8 OQ-45 points, the equivalency test was non-
significant for the lower bound (see Appendix N), which indicates that we cannot reject 
the null hypothesis that the means are different (Lakens, 2017). Using the second 
equivalency bound of +/- 5.183 OQ-45 points, both the upper bound and lower bounds 
were significant, indicating that the two conditions did not differ by an effect size of 
Cohen’s d = .60 (a medium effect size). These results partially supported the hypothesis 
that the magnitude of sudden gains was similar between groups. The results indicated that 
the two means did not differ by a medium effect size but lack guidance for differences of 
a small effect size (e.g., a small effect size of Cohen’s d = .3; Lakens, 2017). To test 
whether differences (instead of equivalency) occurred between the groups a follow-up 
ANCOVA found that all main and interactional effects were statistically non-significant 
at the .05 significance level (see Table 4). Taken together, these results again moderately 
supported the hypothesis that the magnitude of sudden gains did not differ by treatment 
type given the equivalency between the groups at a medium effect size and as the 
ANCOVA did not reject the null hypothesis.  
 Hypothesis 3.3. Similar to hypothesis 3.1, an equivalence of two proportions test 
compared the proportion of reversed sudden gains in CBT (63.2%), to the proportion of 
reversed sudden gains in humanistic/psychodynamic therapy (34.4%). The 90% 
confidence interval for the difference between the group proportions also did not fall 
completely within the critical equivalence interval (see Appendix O), which did not reject 
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the null hypothesis that the means were different. A post-hoc chi-square test of 
independence indicated that there was a difference between treatment type and the 
frequency of reversals (see Table 3) with the CBT group having a higher number of 
reversals than the non-CBT group. The results of these two tests did not support the 
hypothesis that the number of reversals in each group were equivalent. However, further 
investigation revealed that the majority of clients who experienced a sudden gain reversal 
in either treatment also experienced a post-reversal recovery (reached the symptom level 
initially achieved by the sudden gain) by the end of therapy (20 of 24 in CBT, 7 of 11 in 
Humanistic/Psychodynamic Therapy), leaving an equal number of 4 sustained reversals 
in each treatment by the end of therapy.  
Hypothesis 4. This hypothesis stipulated that sudden gains occurring in the early 
phase of therapy were expected to have better sudden gains characteristic (i.e., higher 
prevalence, greater magnitude, and fewer reversals) than sudden gains that occurred in 
the working phase and late phase.  
Hypothesis 4.1. A chi-square goodness of fit was performed to examine the 
frequency of sudden gains across phases of therapy. The expected frequencies for each 
phase were determined by dividing the number of sessions in each phase by the average 
number of total sessions (15.3 sessions). The early phase of therapy consisted of 3 
sessions while the late phase of therapy consisted of 2 sessions. However, two sessions 
are required to identify sudden gains, which limited identifying sudden gains during the 
last session of therapy. As a result, the late phase of therapy consists of only one session 
for possible sudden gains. This also limited the total average number of sessions of when 
sudden gains could be identified within the data set, changing it from 15.3 to 14.3. The 
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average working phase of therapy consisted of taking the average number of sessions 
minus the number of sessions in the early phase and late phase of treatment, leaving an 
average of 10.3 sessions ( = 14.3 – 3 – 1). These resulted in expected frequencies of 
21.0% for early phase, 72.0% for working phase, and 7.0% for working phase of therapy. 
From the chi-square test, a significant association was found between the number of 
sudden gains and phase of therapy (see Table 5). Post-hoc tests indicated that the 
observed number of sudden gains in the early phase of therapy was significantly larger 
than expected and the observed number of sudden gains in the working phase of therapy 
was significantly lower than expected. This supported the hypothesis that sudden gains 
occurred more often earlier in therapy. 
Hypothesis 4.2. An ANCOVA (conducted in 3.2) did not find differences between 
the phases of therapy or the interaction between phase of therapy and treatment type for 
the magnitude of sudden gains (see Table 4). This did not support the hypothesis that 
early phase sudden gains were expected to have a larger magnitude compared to sudden 
gains in later phases of therapy. 
Hypothesis 4.3. A chi-square test of independence did not find an association 
between the number of reversals and phase of therapy (see Table 5). This also did not 
support the hypothesis that early phase sudden gains were expected to have a fewer 
reversals compared to sudden gains in later phases of therapy. 
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Table 4.  
Differences in the Magnitude of Sudden Gains by Treatment Type and Phase of Therapy  
 Phase of Therapy    
 Early Working Late  ANCOVA effects 
Treatment 
Type 
(n = 26) 
M (S.D.) 
(n = 37) 
M (S.D.) 
(n = 7) 
M (S.D.) 
Total T P TxP 
CBT  
































    
Note: N = 70; OQ-45 = Outcome Questionnaire (Lambert, et al., 1996). CBT = Cognitive 
Behavioural Therapy; H/P Therapy = Humanistic/Psychodynamic Therapy. T = 
Treatment type; P = Phase of therapy; TxP = Interaction between treatment type and 
phase of therapy. Results are based on the ANCOVA with a main effect for therapy of 
F(1, 63) = .64, a main effect for phase of therapy of F(2, 63) = .34, and an interaction 
effect of F(2, 63) = .47. *p < .05 
 
 
Hypothesis 5. A RM-ANOVA comparing phase of therapy and treatment type 
found a main effect of time only (see Table 6), with post-treatment OQ-45 scores 
statistically significantly lower than pre-treatment scores. These results did not support 
the fourth hypothesis that post-treatment outcome scores would differ by type of therapy 
received by clients or phase of therapy.   
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Table 5.  
Expected and Observed Frequencies for Chi-Square Analysis of Phase of Therapy for 
Number of Sudden Gains and Number of Reversals 







Number of Sudden Gains    
Expected 14.7 50.4 4.9 
Observed 26* 37* 7 
Number of Reversals    
Expected 13.0 18.5 3.5 
Observed 10 20 5 
Note: Results are based on a chi-square for proportion of sudden gains, χ2(2, N = 70) = 
13.15, Cramer’s V = .09, and number of reversals, χ2(2, N = 35) = 2.91, Cramer’s V = 
.02. The adjusted standardized residuals are for early phase = 3.72, working phase = -
2.75, and late phase = 1.0. * p<.05.  
 
Summary. The purpose of Part II was to investigate whether treatment type or 
phase of therapy influenced the characteristics of sudden gains or the relation of sudden 
gains to outcome. The only significant result was that clients receiving CBT experienced 
a greater number of reversals than clients who received humanistic/psychodynamic 
therapy and that, across treatment approaches, clients who experienced a sudden gain 
improved from pre-treatment to post-treatment. Furthermore, the results also indicate that 
the magnitude of sudden gains did not differ by a medium or greater effect size between 
treatment types, but a difference at a smaller effect size could not be ruled out. 
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Table 6.  
RM ANOVA of Pre-Treatment and Post-Treatment OQ-45 Scores by Time, Treatment 
Type, and Phase of Therapy 









Effect of Time  70 91.07 (15.70) 68.59 (22.87) ηp2 = .35* 
 
Effect of Time*Therapy    ηp2 = .00 
CBT  38 90.63 (12.31) 68.03 (17.46)  
H/P Therapy  32 91.59 (19.17) 69.25 (22.86)  
 
Effect of Time*Phase of Therapy   ηp2 = .03 
Early   19 92.26 (17.26) 64.00 (27.14)  
Working  44 90.52 (16.15) 70.30 (22.08)  
Late  7 91.29 (8.04) 70.29 (14.63)  
 
Effect of Time*Therapy*Phase of Therapy  ηp2 = .02 
CBT  Early  14 92.329 (11.42) 69.25 (36.56)  
 Working  18 89.33 (14.29) 69.16 (23.62)  
 Late  6 90.67 (8.62) 70.17 (16.02)  
H/P Therapy Early 12 95.00 (20.60) 69.25 (28.26)  
 Working  19 89.26 (18.96) 69.16 (23.62)  
 Late  1 95.00 (--) 71.00 (--)  
Note: OQ-45 = Outcome Questionnaire (Lambert, et al., 1996); CBT = Cognitive 
Behavioural Therapy; H/P Therapy = Humanistic/Psychodynamic Therapy. Results 
are based on the RM ANCOVA with a main effect for time of Wilk’s Lambda = 
.67, F(1, 64) = 31.59, an interaction effect of time by phase of therapy, Wilk’s 
Lambda = .99, F(1, 64) = .25, an interaction effect of time by type of treatment, 
Wilk’s Lambda = 1.00, F(1, 64) = .02, and an interaction effect of time by type of 
treatment and phase of therapy, Wilk’s Lambda = .99, F(1, 64) = .09. *p < .001 
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Part III – Identifying Client Processes during the Sudden Gain 
 The purpose of Part III was to investigate the client processes that occurred during 
sudden gains. More specifically, this section examined client-reported levels of the 
therapeutic alliance from before to after the occurrence of sudden gains as well as what 
clients indicated was most helpful during a sudden gain in response to an open-ended 
question.  
Hypothesis 6. Due to missing data, only 48 clients were used for this hypothesis. 
A RM ANOVA to compare the effect of phase of therapy on the working alliance during 
a sudden gain revealed that there was a significant difference for the main effect of time. 
Pairwise comparisons using the Sidak-Bonferroni adjustment, p = .0073 (1-(.95)^1/7, 7 = 
# of comparison) demonstrated that the pregain had a trend toward a higher alliance 
rating than the 2-weeks-before comparison session (p = .064) and the 1-week-before 
comparison session (p = .058). Moreover, the postgain had a significantly higher alliance 
rating than the 1-week-before comparison session (p = .002). See Figure 2 for a graphic 
representation. See Figure 1 for a visual reference to when the control sessions occurred. 
Three RM-ANOVAs, one for each phase of therapy, demonstrated no main 
effects of time for the working phase or the late phase of therapy. There was a main 
effect of time for the early phase of therapy with pairwise comparisons using the Sidak-
Bonferonni adjustment (p = .0073) indicating a trend (p = .03) towards greater alliance 
during the post-gain session than the 2-week-before comparison session (see Table 7). 
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Figure 2. 


































Note: N = 48. WAI-SR = Working Alliance Inventory-Shor Form; 2-Weeks-Before = 
Two weeks before the sudden gain; 1-Week-Before = One week before the sudden gain; 
Pregain = Session that starts the sudden gains; Postgain = session that concludes the 



















* p = .064 
* 
p = .058 
p = .002 
* 
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Table 7.  
Results of RM ANCOVAs for Combined Phases as well as Each Phase of Therapy during 



























































Note: The covariate in the model, the first-session alliance score, was evaluated at the 
value of 61.19 WAI-SR Points. Results are based on four RM ANCOVAs for 
combined phases, F(2.56, 120.96) = 5.24, early phase, F(2.8, 47.3) = 3.91, working 
phase, F(2.5, 58.7) = 1.60, and late phase of therapy, F(2.0, 10.2) = 2.22. *p < .05, ** 
p < .01; between-session comparisons: ap = trend towards significance, bp < .01 
 
The hypothesis that the working alliance would be rated strongly throughout the 
comparison, pregain, and postgain sessions in the working and late phase of therapy was 
supported as evidenced by the average high ratings of 69.1 WAI-SR points for the 
working phase and 71.8 WAI-SR points for the late phase of therapy. The early phase of 
therapy also experienced high ratings of 71.2 WAI-SR points, contrary to the hypothesis. 
The range of possible scores was between 7 and 84 is provided as no cut-off criteria were 
found for the WAI-SR. Nonetheless, the self-reported alliance ratings progressively 
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increased from the 2-week-before comparison session through the post-gain session 
during early phase sudden gains, and this was in keeping with the hypothesis.  
 Hypothesis 7. Again, this and the following hypotheses were exploratory in nature. 
For the current and following hypotheses, the absent/present codes for the eight 
categories were analyzed using the Friedman non-parametric tests with follow-up 
Wilcoxon signed-ranked tests for each category with a Bonferroni correction applied, 
resulting in a significance level set at p < 0.017. Effect size cut-offs followed Cohen’s 
(1988) criteria of a small effect is greater than .1, a medium effect is greater than .3, and a 
large effect is greater than .5. In interpreting these findings, it was important to be 
mindful that clients responded to an open-ended question about what was helpful, and so 
the codes represented process domains that clients spontaneously referred to (as opposed 
to these being replies to researcher cued process evaluations as occur in commonly used 
Likert scale self-reports).  
 There was a statistically significant difference in the frequency of working alliance 
codes between the 2-weeks-before comparison session, the 1-week-before comparison 
session, and pregain session (see Table 8). There was a statistically significant reduction 
in the number of alliance codes between the 2-weeks-before comparison session and the 
1-week-before comparison session (r = 0.25) as well as the pregain session (r = 0.29). 
See Figure 3 for an illustration of the results. As an example, at the first time point, a 
representative statement by clients was “[the therapist] just listening to my issues and 
being kind” whereas prototypical client statements at the second time point were “I 
enjoyed telling some stories to establish a history of myself – to see recurring concerns,” 
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and at the third time point (i.e., pregain session) “to talk about some feelings and 
emotions and realize there were some I didn’t even know existed.” 
 
Table 8.  
Results of Several Chi-Squares of Helpful Aspects of Therapy Categories Across the 











Alliance building 33ab 13a 13b 8.53* 
Insight/awareness 22 17 28 1.73 
Exploring emotions, thoughts, and/or 
behaviours 
28 37 30 1.00 
Treatment planning/goal setting 15 20 15 .47 
Looking for solutions 13 7 4 2.89 
Problem solution 11 13 17 1.00 
Client Disclosure 9 2 2 3.60 
Therapist directivity or challenging the 
client 
7 9 9 .33 
Note: for χ2, n = 46; df = 2, *p < .05. For Wilcoxon rank tests, a:  p < .017 with n = 49, Z 
= -2.50,  r = 0.25, b:  p < .017 with n = 49, Z = -2.84, r = 0.29.  
 
Hypothesis 8. As in the previous hypothesis, this too was exploratory in nature. It 
was hypothesized that therapy approaches and phases of therapy would differ in the 
presence of helpful categories during the control sessions and the pregain session. 
However, examining helpful categories between phases of therapy was not conducted 
given the low sample size of available data for the early phase (n = 13) and late phase of 
therapy (n = 6). Therapy approaches were examined individually, Friedman’s tests of 
clients who received CBT found statistically significant differences in the frequency of 
alliance codes between the 2-weeks-before comparison session, the 1-week-before   
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Figure 3.  
Mean Responses of Helpful Aspects of Therapy Questionnaire across the 2-Weeks-Before 


































Note: N = 49. WAI-SR = Working Alliance Inventory-Shor Form; 2-Weeks-Before = 
Two weeks before the sudden gain; 1-Week-Before = One week before the sudden gain; 
Pregain = Session that starts the sudden gains. * = p < .017 (p-value corrected for 



































































2-Weeks-Before 1-Week-Before Pregain Session
p < .017, r = 0.25  
* * 
* 
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comparison session, and pregain session (see Table 9). Post hoc analysis demonstrated 
that the 2-weeks-before comparison session had significantly fewer alliance building 
codes (r = 0.33) than the pregain session and a trend towards fewer alliance building 
codes (r = 0.28) than the 1-week-before comparison session. 
 
Table 9.  
Percentage of Categories Coded from Helpful Aspects of Therapy across Three Sessions 














Alliance 36ab 14a 14b 6.55* 
Exploration of 
Emo/Tho/Beh 
32 46c 29c 3.56 
Insight 21 21 18 .17 
Treatment & Goal 
Planning 
18 21 21 .18 
Looking for 
solutions 
14 7 7 1.33 
Problem Solution 11 11d 25d 3.56 
Client Disclosure 7 0 0 4.00 
Therapist 
Directivity 
7 11 4 1.50 
Note: n = 28. The pregain session (i.e., target session) is the session that initiates the 
sudden gain (see Figure 1). For Friedman Non-Parametric Test, χ2, df = 2, *p < .05. 
For Wilcoxon rank tests, 
a: p = .034 with n = 29, Z = -2.12, r = 0.28, b: p = .014 with n = 28, Z = -2.45,  r = 0.33;  
c: p = .096 with n = 22, Z = -1.67, r = 0.25; d: p = .046 with n = 31, Z = -2.00, r = 0.25;  
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 Among clients who received CBT, two other categories showed a trend towards 
differences between sessions. Although there was a statistically non-significant 
difference between the three sessions of Problem Solution (p = .17), post hoc analyses 
demonstrated a trend towards more frequent Problem Solution codes (r = 0.25) in the 
pregain session compared to the 1-week-before but not the 2-weeks-before comparison 
session. Similarly, the analysis of Self-Exploration between the three sessions was non-
significant, but a trend occurred for fewer Self-Exploration codes (r = 0.25) in the 
pregain session than in the 1-week-before comparison session only (see Table 9 for 
percentages and Figure 4 for an illustration of these results). Characteristic statements by 
clients across the three sessions were for instance: At the first time point (i.e., two weeks 
before a sudden gain), “it was nice to speak my mind in an objective and goal- oriented 
setting”; at the second time point (i.e., one week before a sudden gain), “discussing how I 
was feeling during a family event was important because [the therapist] helped me realize 
that it was my thinking about that situation, not the situation itself, that was affecting my 
feelings”; and at the third time point (pregain session i.e., the session beginning the 
sudden gain), “learning how to problem solve will help me figure out how to look deeper 
into my problems to help me change my emotions and the ways to cope with it.”  
 For responses from clients who receiving humanistic/psychodynamic therapy, 
there was a different pattern of significance. This included a trend between the frequency 
of insights codes across the three session (p = .061). Post hoc analysis with Wilcoxon 
signed-rank tests demonstrated that the pregain session trended towards having 
statistically more frequent insight codes (r = 0.11) than the 1-week-before comparison 
session but not the 2-weeks-before comparison session. Although there was a statistically  
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Figure 4. 
Mean Responses of Helpful Aspects of Therapy Questionnaire across the 2-weeks-before 
comparison Session, 1-week-before comparison Session, and Critical Session by 




























Note: n = 28; 2-Weeks-Before = Two weeks before the sudden gain; 1-Week-Before = 
One week before the sudden gain; Pregain = Session that starts the sudden gains. * = p < 
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non-significant difference between the three sessions in alliance (p = .33), post hoc 
analyses demonstrated a trend towards fewer alliances codes (r = .25) in the pregain 
session compared to the 2-weeks-before comparison session but not the 1-week-before 
comparison session (see Table 10 for percentages as well as statistics and Figure 5 for an 
overview of these results). Characteristic statements by clients across the three sessions 
were, for example: At the first time point (i.e., two weeks before a sudden gain), “the 
session was really enjoyable because I was invited to speak about what was important to 
me”; at the second time point (i.e., one week before a sudden gain),  “understanding how 
to pass the blockage of perfectionism when trying to work on the group project”; and at 
the third time point (pregain session i.e., the session beginning the sudden gain), “seeing 
that maybe my way of thinking developed as a protection mechanism that I do not need 
to rely on so much anymore.” See Table 11 for an overview of all hypotheses and results.  
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Table 10.  
Percentage of Categories Coded from Helpful Aspects of Therapy across Three Sessions 














Alliance 30a 13 14a 2.25 
Exploration of 
Emo/Tho/Beh 
20 20 30 .73 
Insight 20 10b 40b 5.60 
Treatment & Goal 
Planning 
10 15 5 1.00 
Looking for 
solutions 
10 5 0 2.00 
Problem Solution 10 15 5 1.20 
Client Disclosure 10 5 5 .67 
Therapist 
Directivity 
5 5 15 4.00 
Note: n = 20. The pregain session (i.e., target session) is the session that initiates the 
sudden gain (see Figure 1). For Friedman Non-Parametric Test, χ2, df = 2, *p < .05. 
For Wilcoxon rank tests, a: p = .096 with n = 23, Z = -1.67, r = 0.25;  
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Figure 5.  
Mean Responses of Helpful Aspects of Therapy Questionnaire across the 2-weeks-before 
comparison Session, 1-week-before comparison Session, and Critical Session by 





























Note: n = 20; 2-Weeks-Before = Two weeks before the sudden gain; 1-Week-Before = 
One week before the sudden gain; Pregain = Session that starts the sudden gains. * = p < 
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Table 11.  
Overview of Hypotheses and Results. 
# Hypothesis Significance value Effect sizes Supp? 
1 SGs are present 30.9% present in dataset N/A Y 
2 Similar prevalence & 
magnitude for SG as in 
Greenfield et al., 2011 
Prevalence: p < .05 
Magnitude: p < .05 
V = .23 
d = .43 
N 
N 
3 SG in CBT vs. H/P Therapy have similar: 
 (3.1) Prevalence  Outside equivalency 
bound & χ2 p > .05 
 
V = .01 
N 
 (3.2) Magnitude p = 0.27 (stricter bound) 
p < .05 (medium bound) 
p > .05 (NHST) 
 
d = .60 
ηp2 = .02 
Partially 
 (3.3) Reversals Outside equivalency 
bound & χ2 p < .05 
 
V = .08 
N 
4 SGs in early phase of therapy will have: 
 (4.1) Greater prevalence  p = .001 V = .09 Y 
 (4.2) Greater magnitude p > .05 ηp2 = .00 N 
 (4.3) Fewer reversals p > .05 V = .02 N 
5 (5.1) Early SGs have 
greater outcome  
p > .05 ηp2 = .03 N 
 (5.2) CBT SGs have 
greater improved 
outcome 
p > .05 ηp2 = .00 N 
6 Only early SGs have 
improvements in 
alliance score 
Early phase: p < .05 
Working/Late phase: p > 
.05 
Early: ηp2 =.19 
Working: ηp2 
=.07 
Late: ηp2 =.31 
Y 
7 HAT codes differ by 
session during SG 
Alliance codes: Fewer 
codes in pregain session 
r = 0.25 Explore 
8 Timing and therapy 
approach influence HAT 
codes during SG 




H/P Therapy: More 
“Insight” codes in 
pregain 
 
r = 0.25 
r = 0.25 
 
r = 0.11 
Explore 
Note: CBT = Cognitive Behavioural Therapy; H/P Therapy = 
Humanistic/Psychodynamic Therapy; SG = Sudden Gain; V = Cramer’s V; d = 
Cohen’s d; ηp2 = partial-eta squared; r = effect size for Wilcoxon rank tests. 
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CHAPTER IV: DISCUSSION 
 The purpose of the current study was to develop a greater understanding of when 
and why individuals in therapy abruptly and dramatically decrease symptoms. To do this, 
the influence of treatment approach and phase of therapy on sudden gains was examined 
for a sample of students attending the University of Windsor’s Psychological Services 
and Research Centre for a variety of presenting concerns. In addition, the study explored 
whether clients’ feedback given after each therapy session could provide meaningful 
insight into the process that preceded or occurred during a sudden gain – which the 
sudden gain literature has not examined to date. The following sections summarize the 
main findings of this study. 
Summary of Conclusions 
 Sudden gains occur in a quasi-naturalistic setting. The current study contributed 
to the limited number of existing studies that show sudden gains occurred under routine 
clinical conditions with varied therapy approaches. In contrast, the majority of research 
on sudden gains has been in the context of randomized clinical trials. Going forward, four 
studies that examined sudden gains in a naturalistic clinical setting (Adler et al. 2013; 
Doss et al., 2011; Greenfield et al., 2011; Stiles et al., 2003) were referred to as the four 
comparison studies. In addition, the current study was reliably able to identify sudden 
gains using the OQ-45, a commonly used progress-monitoring measure, while only one 
other study has used the OQ-45 for such a purpose (Greenfield et al., 2011). The 
prevalence of sudden gains in this sample (30.9%) was consistent with the sudden gain 
literature (Aderka et al. 2012, Buschholz et al., 2018; Doss et al., 2011; Kelly et al., 2007; 
Lemmens et al., 2016) but higher than any of the four comparison studies (highest 
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prevalence was 24% in Adler et al., 2013). The rate of reversal for sudden gains (50%) 
was on the high end for the general sudden gain literature, with only a couple studies 
showing such a high prevalence for reversals (Deschenes & Dugas, 2013; Kelly et al., 
2007; Kelly et al., 2005). Nevertheless, the current study’s rate of reversals was similar to 
the four comparison studies (reversal rate range: 30% to 56%). However, 77% of clients 
who experienced a reversal in the current study also experienced a post-reversal recovery 
(i.e., reached the symptom level initially achieved by the sudden gain). 
In the current study, the average magnitude of the sudden gain (24.16 OQ-45 
points) accounted for 107% of the average total change made in therapy (22.49 OQ-45 
points). Only three other studies have found that sudden gains accounted for the full 
change in therapy, and all three were among the four comparison studies (Doss et al., 
132% of total change; Greenfield et al., 221% of total change; Stiles et al., 105% of total 
change). Given this comparison, it may be that clients with sudden gains under 
naturalistic clinical settings using a variety of approaches tend to make a large 
improvement and then maintain that improvement rather than furthering it.  
Initial face-value reading of these results may suggest therapy simply could be 
terminated after a sudden gain has been achieved. According to dynamic systems theory, 
experiencing a sudden gain is a critical fluctuation for a client and signals a transition 
phase, marked by high levels of variability in which new and old information compete for 
a new psychological state (Gelo & Salvatore, 2016, Hayes & Strauss, 1998). This 
variability is evident by half the sudden gains being followed by a reversal (increase in 
symptoms) and the majority of these reversals subsequently followed by a post-reversal 
recovery (i.e., resulting in a longer term, overall decrease in symptoms despite the 
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reversal). Therefore, although a sudden gain represents a substantial change for the better, 
the sessions that follow are vital still for allowing such new and critical fluctuations to 
stabilize. In addition, post-sudden gain sessions is where process changes are fully 
integrated by a client, especially given a client’s former rigid way of functioning. 
Moreover, clients themselves may not be fully aware of their session-by-session 
improvement or, more importantly, be able to link the appropriate causes of those 
improvements. Developing that self-understanding and narrative is an important part of 
relapse prevention and often is a task where the therapist continues to serve an important 
function. In short, terminating treatment immediately after a sudden gain would likely be 
extremely short sighted, in that it overlooks the broader therapeutic process and 
consolidation of the Self that is underfoot. 
The current study included a large sudden gain sample size of n = 70, which is 
meaningful given that the vast majority (approximately 80%) of sudden gain studies 
published to date (N = 44) have a sudden gain sample size of less than n = 40 and that 
only 5 of the extant studies include a sudden gain sample size larger than that of the 
current study. A feature of the current study’s findings was the examination of the 
relationship between demographics, client characteristics, and symptoms characteristics 
on the magnitude of sudden gains, and the posttreatment score of sudden gainers – 
whereas the majority of sudden gain research has examined the relationship of these 
factors to only the presence of sudden gains. These results are largely consistent with the 
literature in that demographics, client characteristics, and symptoms characteristics were 
unrelated to the sudden gain experience (Hedman et al., 2014; Keller, Freeny, Zoellner, 
2014; Kelly, Cyranowski, & Frank., 2007; Lorenz et al., 2012; Nogueir-Arjona, et al., 
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2016). It is interesting to note that several studies found clients who experienced a sudden 
gain had higher initial symptom scores (Jun, 2013; Norton, 2010; Wucherpfennig et al., 
2017), but the current study did not find a similar link between initial OQ-45 score and 
the magnitude of sudden gains and post-treatment scores. Although additional research is 
necessary, these findings suggest that higher initial symptom scores are related to the 
occurrence of a sudden gain but not the characteristics thereof (e.g., magnitude, rate of 
reversal), perhaps simply because a higher initial symptom score either creates more 
room for improvement or because of regressions toward the mean.   
 The majority of studies within the sudden gain literature reported the 
demographics for the combined total of sudden gainers and non-sudden gainers while the 
current study focused solely on the demographics of sudden gainers. Nevertheless, 
comparisons can still be made between the current study and the sudden gain literature as 
prior findings suggest the majority of demographics did not differ based on sudden gain 
status (e.g., Keller et al., 2014; Lorenz et al., 2012; Nogueir-Arjona et al., 2016). The 
demographics of the current study differed from other research such that clients were, on 
average, younger than clients in other studies and more diverse (see Appendix F for a 
breakdown of demographics by sudden gain studies). It is still uncertain if variables like 
client age and diversity impact the experience of sudden gains. The average age of clients 
in the current study falls within the timeframe of emerging adulthood, a period in which 
individuals face relative independence from expectations and social roles while 
experiencing significant social, developmental, professional, and emotional changes 
(Arnett, 2000). Given the different challenges that emerging adults versus adults face, it 
may be that certain change processes are more relevant for different stages of life. 
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Similarly, different cultures may prioritize certain factors in therapy. For example, some 
cultures place a stronger emphasis on emotional expression whereas others do not, and 
this presumably would be a factor influencing the generation of sudden gains (Wang & 
Kim, 2010).  
 Potentially different sudden gain characteristics compared to a similar study. 
The finding that the current study did not have a similar prevalence of sudden gains as 
compared to Greenfield and colleagues (2010) was striking, given that the treatment 
setting (university-based psychotherapy clinic), training of therapists (graduate 
psychology students), and measure for identifying sudden gains (OQ-45) were all similar. 
The therapy approached used in the Greenfield et al. study was cognitive therapy, with 
graduate students having received psychodynamic and non-directive training prior to 
attending at the cognitive therapy clinic. Thus, the approach was somewhat similar to the 
current study during which more than half that sample received CBT. 
One of the major differences between the current study and Greenfield et al. was 
in the criteria for identifying sudden gains. Although both used the RCI of 14 OQ-45 
points, how each study controlled for symptom fluctuation was different. The current 
study used a modified version of Kelly and colleagues (2007) criteria while the 
Greenfield study used the Tang and DeRubeis (1999) criteria, and it may be due to these 
differing criteria that led to an observed difference in the reported prevalence of sudden 
gains. When completing the pilot project for this dissertation, the principle researcher had 
initially used the Tang and DeRubeis (1999) criteria to identify sudden gains before 
concluding that the criteria of Kelly and colleagues’ (as outlined in the methods section) 
offered a superior method. In that process, the principal researcher had initially found a 
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lower prevalence of sudden gains before changing criteria, although the statistical 
significance of the difference was not tested. To date, no study has used statistical 
analysis to determine whether the different criteria produce similar results. Instead, 
sudden gain studies that modified Tang and DeRubeis’ original criteria simply cite that 
the frequencies are similar based on observation, even though the frequency of sudden 
gains across studies can vary widely. Although findings cannot speak to exactly why the 
current study varied from the Greenfield et al. study in the observed prevalence of sudden 
gains, future research should test to what degree the change in sudden gain criteria affects 
identifying sudden gains.  
 Humanistic/psychodynamic therapy was related to fewer reversals. Contrary to 
the hypotheses (3) that no difference would be found between treatment approaches on 
the characteristics of sudden gains, a difference in the frequency of sudden gain reversals 
was found (Hypothesis 3.3). Clients who experienced sudden gains in the 
humanistic/psychodynamic group had a lower rate of reversal than clients in the CBT 
group. However, over the course of the CBT treatment, the majority of reversals (the 
precipitous loss of a sudden gain) were followed by a post-reversal recovery (returned to 
initial sudden gain symptom levels) – creating a net gain that cancelled out the reversal 
(at least arithmetically). In short, the disparity between treatment types on the number of 
reversals fully diminished when recovery from the reversal (i.e., return to sudden gain 
symptom levels) was also taken into consideration. If therapy approach itself was the 
main contributing factor to these initial differing rates of reversals, an analysis of the 
process within each approach could lead to some understandings of how to maintain 
sudden gains throughout treatment. One potential reason for the difference in rate of 
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reversals may have been that therapists in the CBT condition were generally conducting 
therapy for the first time whereas therapist in the humanistic/psychodynamic therapy 
were generally more advanced students. The only other study that compared rate of 
reversals between therapy conditions was Tang et al. (2005), and they failed to find any 
difference between CBT and cognitive therapy (without behavioural interventions) in the 
rate of reversals. However, those therapy approaches have considerable overlap in their 
conceptualization of clients and intervention, whereas treatment approaches in the current 
study were more distinct from each other. Two other studies found contrary results 
regarding differences in rates of reversals when psychotherapy was compared to 
pharmacotherapy. June and colleagues (2013) found that clients in a sertraline condition 
were more likely to experience a reversal of sudden gains than clients in the exposure 
therapy condition, while Vittengl and colleagues (2005) found no differences in the rate 
of reversal between a cognitive therapy condition, pharmacotherapy condition, and pill 
placebo condition. These studies did not comment on whether those reversals were 
followed by a post-reversal recovery by the end of the therapy, as has been done in the 
current study.  
The current study’s findings failed to find a statistical difference in the prevalence 
of sudden gains between CBT and a humanistic/psychodynamic therapy group, which did 
not support hypothesis 3.1. Several studies have also failed to show differences between 
treatment conditions (CBT to CT, Tang et al., 2005; CBT, systematic behavioural family 
therapy, nondirective support therapy, Gaynor et al., 2003; CT, Functional Analytic 
Psychotherapy enhanced CT, Busch et al., 2006). However, these studies have mostly 
compared CT to another treatment that included elements of CT, which may explain the 
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non-significant findings. Studies that compared the prevalence of sudden gains in CT to 
therapy approaches that do not include elements of CT have had mixed results. Although 
not formally tested, cognitive processing therapy and a form of gestalt therapy appeared 
to have the same rate of sudden gains when compared (27.3% vs. 27.7%, respectively; 
Koning et al., 2014). However, two studies found the ratio of sudden gains between CT 
and interpersonal therapy (IPT) was 2:1 (Bohn et al., 2013; Lemmens et al., 2016) with 
only one having sufficient sample size to demonstrate group differences (Lemmens et 
al.). 
The discrepancy in findings between these latter studies along with the current 
study may be due to methodological differences. Both Lemmens et al. and Bohn et al. 
used disorder-specific symptom measures to identify sudden gains, which type of 
measures have favoured CBT interventions (Marcus, O’Connell, Norris, Sawaqdeh, 
2014; Tolin 2014), while the current study as well as Koneing and colleagues used a 
general symptom measure to monitor outcome, a type of measure that has not been 
related to effects of treatment approaches (Wampold et al., 2016). This idea is consistent 
with the sudden gain meta-analysis (Aderka et al., 2011) that did not find treatment 
effects for secondary measures (i.e., measures not focussed on the target disorder) and the 
study by Koning and colleagues (2014) who also used a general symptom measure and 
found no differences on outcome between a CBT and a gestalt intervention. 
The magnitude of sudden gains between treatment groups was found to be 
equivalent to a moderate effect size, which is consistent with prior research and 
supportive of hypothesis 3.2. Koning et al. (2014) was unable to detect a difference in 
magnitude between a therapy based on Gestalt principles (dialogical exposure therapy) 
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and cognitive processing therapy while Lemmens et al. (2016) observed the magnitude of 
sudden gains between cognitive therapy and interpersonal therapy were also highly 
similar. However, the current study had a greater power to potentially detect any 
differences between treatment approached on account of having a considerably larger 
sudden gain sample size (n = 70) compared to the Koning et al. and Lemmens et al. 
studies (n = 23, n = 40, respectively). Finally, these results related to prevalence and 
magnitude of sudden gains were consistent with the meta-analysis by Aderka et al. 
(2011).  
 No statistical difference found for the effect of phase of therapy on sudden 
gains. In line with the hypothesis (4.1), sudden gains occurred more frequently than 
expected in the early phase and they also occurred less frequently than expected in the 
working phase of therapy. These findings are congruent with the descriptive data by Lutz 
and colleagues (2013), who found that about one third of sudden gains occurred within 
the first five sessions, and findings by Kelly et al. (2005), who showed the first third of a 
12-session therapy had the highest frequency of sudden gains at a rate of more than twice 
that of the middle or late thirds of treatment. Thus, the current study’s finding on the 
prominence of sudden gains during the early phase of therapy is the first study to 
statistically test this observation. The reason for this higher rate earlier in treatment was 
arguably that it might reflect the dose-response curve in which clients generally improve 
to a greater extent earlier in therapy (McNeilly & Howard, 1991). Even so, contrary to 
the hypothesis that early sudden gains would demonstrate differences in sudden gain 
characteristics, the null hypothesis that there were no differences between phases of 
therapy could not be rejected for magnitude of sudden gains (hypothesis 4.2) as well as 
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the rate of reversal (hypothesis 4.3). Interesting to note, no published sudden gain article 
to date statistically compared these characteristics of sudden gains between the early, 
working, and late phase of therapy. Although studies have examined sudden gains in 
these three phases (Jun et al., 2013; Keller et al., 2014), they have examined between-
group differences in a specific phase (e.g., magnitude of sudden gains during the early 
phase) rather than within-group differences (e.g., differences in the magnitude of sudden 
gains between the three phases). 
 Treatment outcome did not differ by context. The current study’s analyses were 
unable to find a statistical difference in posttreatment outcome scores of sudden gains as 
a function of treatment, phase of therapy, or their interaction. These findings do not 
support hypothesis 5 and are not keeping with the meta-analysis (Aderka et al., 2011) on 
sudden gains that demonstrated that the effect size of sudden gains in CBT was higher 
than that in other treatments. However, the meta-analysis arguably had some statistical 
shortcomings in that there may have been an undue influence of outliers on the small 
sample size of non-CBT treatment conditions (n = 3 without the outlier study) as noted in 
the introduction to the present study. Since the publication of that meta-analysis, one 
subsequent study found that cognitive therapy had a greater impact on outcome than IPT 
(Lemmens et al., 2016). The authors hypothesized that the differences were due to the 
focus of IPT on resolving interpersonal difficulties rather than disorder-specific 
symptoms. This supposition is not supported by the present study as many of the therapy 
approaches within the humanistic/psychodynamic therapy group in the current study also 
focussed on resolving interpersonal problems and the results demonstrated comparable 
impacts on outcome as the CBT group. The discrepancy in findings between these two 
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studies and the current study may also be due to methodological differences noted above. 
Again, both Lemmens et al. and Bohn et al. used disorder-specific symptom measures to 
assess outcome, while the current study used a general symptom measure to monitor 
outcome. This pattern is consistent with the sudden gain meta-analysis (Aderka et al., 
2011) that did not find treatment effects for secondary measures (i.e., measures not 
focussed on the target disorder) and the study by Koning and colleagues (2014) who also 
used a general symptom measure and found no differences on outcome between a CBT 
and a gestalt intervention. 
The lack of statistically significant difference between phases of therapy on 
posttreatment scores, again, was contrary to prior literature. Two studies have shown that 
early sudden gains have been related to lower post-treatment scores (Busch et al., 2006; 
Kelly et al., 2005), but these studies differed from the current one in sample size. 
Whereas the two published studies had relatively small sample size of sudden gainers 
(Busch et al.: n = 16; Kelly et al.: n = 13) the current study had a much larger sample size 
(n = 70). A larger sample size can provide more precise sample means for comparison 
(e.g., it is less influenced by outliers) with smaller margins of error. Furthermore, the 
results of the current study may differ from prior literature due to measurement issues. 
Lutz and colleagues found that clients with sudden gains in the first five sessions had 
higher pre-post effect sizes for changes on a symptom inventory and an index of 
emotional distress, but not for a measure of interpersonal problems. The current study’s 
findings may echo the mixed results found by Lutz and colleagues as the OQ-45 
resembles the interpersonal measure (two of the three OQ-45 subscales are interpersonal 
functioning and problems in social role performance). This would suggest that effect 
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sizes are larger for primary symptom measures (e.g., depression scores in a depression 
study) than secondary symptoms measures (anxiety scores in a depression study), a 
relationship which, again, was found in the sudden gain meta-analysis (Aderka et al., 
2011).  
 Alliance increases from before to after the sudden gain. The results from this 
study indicate that the working alliance, as rated by clients on a post-therapy session 
questionnaire, increased to during the session that produced a sudden gain with the 
increase in the alliance being maintained after the postgain session. This supported 
hypothesis 6. These results are consistent with the existing literature, the difference being 
that other research has noted an increase in the therapeutic alliance beginning in the 
postgain session, rather than during the sudden gain session itself (Lutz et al., 2013; Tang 
& DeRubeis, 1999; Wucherpfennig et al., 2017). However, two of these studies 
compared average alliance rating scores from the three sessions prior to the gain to the 
three session after the gain, making it unclear whether differences began to arise during 
the pregain session, which was averaged into the before session score (Lutz et al., 2013; 
Wucherpfennig et al., 2017). Moreover, comparisons with the original Tang and 
DeRubeis study are complicated because alliance ratings in their study were rated by 
observers while the current study used self-reports from clients at post-session. It may be 
that observers of the therapeutic relationship did not see the improvement in the 
relationship during the pregain session while clients reflecting on the pregain session 
rated the alliance higher after the session. This distinction is important as a recent meta-
analysis of therapeutic alliance ratings found that client-ratings had a trend towards 
higher effects than observer ratings (Flükinger, Del Re, Wampold, & Horvath, 2018). 
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 Therapeutic alliance was not reported as the most important aspect of therapy 
during a critical change.  In the current study, the frequency of clients identifying the 
therapeutic alliance as being most important decreased from the 2-weeks-before 
comparison session to the 1-week-before comparison and pregain session (see Figure 1 
for a visual reference to when the control sessions occurred). Given the critical nature of 
the therapeutic relationship to the success of psychotherapy (Flückinger, Del Re, 
Wampold, Horvath, 2018), this stands out as a conspicuously unexpected finding. 
However, the change in client responses may be reflective of the fact that clients are 
experiencing a critical change and are focussed on other more pertinent processes leading 
up to and during the sudden gain. Furthermore, this decrease in spontaneously 
volunteered written responses from clients about the relationship being most helpful is 
striking given the above findings. In short, at the same time, only when clients were 
directly asked about it, did they report an increase in the strength of the alliance during 
and after the sudden gain. Therefore, the decrease in the therapeutic alliance as being 
most important in therapy is likely misleading and not actually indicative of any negative 
change (nor lack of positive effect) in the alliance. Rather, the observed decrease likely 
suggests that the alliance comes to serve as a foundation, from which clients are then 
engaged in other processes that have become more pressing and imminently occurring in 
therapy. In other words, while the treatment relationship may remain of critical 
importance, its salience moves to the experiential background while other immediately 
presenting processes are reported as being in the client’s experiential foreground. 
 A parallel can be drawn to a study that investigated the difference between 
solicited ratings vs. spontaneous responses about helpful events in supervision (Žvelc, 
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2015). Although supervisees rated aspects of the therapeutic alliance as being highly 
important in supervision, supervisees identified affect regulation processes (e.g., 
managing unprocessed or difficult emotions as a result of working with clients) as being 
the most significant event in supervision. Although the dyads are different (client-therapy 
vs. therapist-supervisor), there are nonetheless similarities in the relationships that make 
comparisons meaningful. It is interesting that the therapeutic alliance is considered highly 
important in both relationships by those receiving assistance, but these same individuals’ 
spontaneous responses identified other processes as most important. 
Within the sudden gain literature, when studies have examined changes in the 
alliance with respect to clients experiencing sudden gains, they refer to these changes as 
being either predictive of sudden gains (Andrusyna et al., 2006) or a sequalae of sudden 
gains (Lutz et al., 2013; Tang & DeRubeis, 1999; Wucherpfennig et al., 2017). However, 
the current study offers an interpretation for reconciling the mixed findings, by 
suggesting that the alliance may be a precursor for other processes to occur rather than 
directly for sudden gains. Then, those processes may lead to sudden gains that in return 
further strengthen the alliance. However, the data presented here cannot state that a 
strong therapeutic alliance is a necessary prerequisite for a sudden gain – a topic 
appropriate for future studies.   
 This distinction between the reported strength of the therapeutic alliance and the 
frequency with which clients spontaneously identify the therapeutic alliance as being 
most helpful during a sudden gain, brings a more nuanced understanding to the literature. 
Studies have consistently shown that the therapeutic alliance (Booth, Cushway, Newnes, 
2007; Burke, Richards, & Timulak, 2018; MacCormack et al., 2001) as well as 
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insight/awareness (Richards, Dowling, O’Brien, Vigano, & Timulak, 2018, Sousa, 
Pestana, & Tavares, 2018; Timulak, Belicova, Miller, 2010) are the most frequently cited 
helpful aspect of therapy, regardless of treatment approach. However, the descriptive 
observation masks the variation in client responses across a series of sessions and the 
potential that certain helpful events may be more impactful at different times during 
therapy. One of the few studies to examine session-by-session helpful events (Cummings 
et al., 2003) across eight sessions of therapy (eclectic blend of CBT, person-centered, and 
experiential therapies) found that insight in session four and client growth in session five 
were identified more frequently than any other helpful events category. This pattern of 
descriptive change over time by Cummings and colleagues is striking in two ways: first, 
it resembles the change in symptoms of sudden gains between two sessions, and second 
the most frequently reported median pregain session of sudden gains is session five 
(Hardy et al., 2005; Hedman et al., 2014; Stiles et al., 2003; Tang et al., 2007). Although 
Cummings and colleagues did not relate helpful events to a progress-monitoring measure, 
the current study does provide evidence demonstrating that sudden gains are related to 
helpful events, which shift clients’ focus away from the therapeutic relationship and more 
towards intrapsychic process variables (e.g., knowing how to solve one’s problems and 
gaining insight). 
 Changes in helpful events preceding a sudden gain differ by treatment type. For 
sudden gainers receiving CBT, they identified several important processes that changed 
over the course of the two sessions prior to the session during the sudden gain. These 
clients less frequently identified the therapeutic alliance as being the most helpful aspect 
of therapy leading up to and during the pregain session (as compared to their earlier 
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reports). Similarly, they listed self-exploration less frequently while conversely reporting 
problem solutions, or knowing how to solve one’s problems, more frequently as being the 
most helpful aspect of therapy in the pregain session than during the session one week 
earlier. For CBT clients, this pattern of spontaneous responses suggests that self-
exploration, which includes exploring ones’ thoughts, feelings, and behaviours, is a 
precursor for finding solutions to ones’ concerns, and that finding solutions to ones’ 
concerns is an important process for sudden gainers receiving CBT therapy. It is 
interesting as CBT research on processes occurring during sudden gains has exclusively 
focussed on the cognitive aspect of therapy, namely cognitive changes that occur during 
the pregain session or preceding the pregains session (e.g., Andrusyna et al., 2006; 
Hofmann et al., 2006; Tang & DeRubeis, 1999; Tang et al., 2005), with mixed results, 
whereas the current study suggests that behavioural aspects were related to sudden gains.  
The category problem solution includes processes related to behavioural change 
but also cognitive change (e.g., increased self-efficacy). For that reason, the increase in 
problem solutions in the current study may be reflective also of a cognitive change of an 
increase in self-efficacy. Kelly and colleagues (2005) did not find a statistical relation 
between pre-treatment levels of self-efficacy and the occurrence of sudden gains and did 
not find a statistical difference of level of self-efficacy between two weeks prior to and 
one week prior to the sudden gains for clients receiving a skills-based training program. 
These non-significant findings are congruent with the current study, as self-efficacy 
(inferred by a coding of the problem solution category) did not increase until during or 
after the sudden gain, a period of time that Kelly and colleagues did not examine. The 
finding that cognitive changes do not occur prior to the sudden gain is consistent with 
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previous literature of sudden gains (Hofmann et al., 2006; Kelly et al., 2007; Kelly et al., 
2005) as well as the finding that cognitive changes may have occurred between control 
sessions and the pregain session (Bohn et al., 2013; Tang & DeRubeis, 1999; Tang et al., 
2005) in CBT or cognitive therapy. 
Sudden gainers receiving humanistic/psychodynamic therapy identified less 
frequently the therapeutic alliance as the most helpful aspect of therapy leading up to and 
during the pregain session. Unlike sudden gainers receiving CBT, these clients also 
identified a trend towards a greater frequency of insight being identified as most helpful 
in the pregain session than during the week prior to a sudden gain. Within the sudden 
gain research, the only published study that compared a non-CBT treatment to cognitive 
therapy or exposure therapy and investigated the processes related to sudden gains was 
by Andrusyna and colleagues (2006). They investigated supportive-expressive therapy, a 
16 to 20 sessions psychodynamic therapy that focussed on core conflictual relational 
themes (similar to the psychodynamic therapy course that is part of this current study’s 
humanistic/psychodynamic group). The authors found that no difference in cognitive 
changes occurred during the pregain session compared a session one week prior. On the 
other hand, the authors did find that interpretation accuracy as well as the number of 
accurate interpretations were greater in the pregain session than during the session a week 
prior. Although these processes do not indicate that clients attained insight, they do create 
an environment that increases the likelihood of clients having an insight. Similarly, Singh 
(2008) investigated sudden gain processes for clients in EFT and found that clients who 
experienced a sudden gain had greater depth of experiencing, showed a higher frequency 
of adaptive emotions, and had a therapist who more frequently focused on their unmet 
Change Processes of Sudden Gains 
 101  
needs. Again, these processes do not assure that insight occurred for the client but they do 
foster a context for clients that is believed to facilitate insight. What is similar across both 
of these two studies (Andrusyna et al., 2006; Singh, 2008) is that greater activity of 
therapists to help clients gain insight and awareness occurred during the pregain session. 
Further sudden gain research should examine more closely the link between clients 
obtaining insight during a sudden gain and the encouragement of therapist to obtain such 
insight.  
Taken together, these findings suggest that treatment approach may play an 
important role in how a sudden gain develops (as has been investigated in this study) and 
not whether a sudden gain develops (as has been the focus of the sudden gain literature to 
date). As studies continue to investigate common and specific factors across multiple 
treatments, researchers may be able to determine to a greater degree which change 
processes are more relevant during a sudden gain for specific therapies, if at all. The 
examination of only certain change processes may have been one reason why the sudden 
gain literature has yet to identify the critical change processes related to such gains.  
Teaching to the Test. Although not a hypothesis of the current study, this study 
offered an opportunity to determine whether a given change process reflected 
administering the therapy as prescribed or whether the process was salient to clients 
across treatments. The results provided limited insight into the extent to which client 
responses of helpful events are mere reflections of the therapy approach presented to 
them. On the one hand, this study demonstrated that clients less frequently identified the 
therapeutic alliance as most helpful, regardless of treatment approach. This provides 
initial evidence that focussing on other salient processes rather than the therapeutic 
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alliance is critical to the occurrence or development of sudden gains (-- at least from the 
perspective of clients). On the other hand, what clients reported more frequently in the 
pregain session as being most helpful (CBT: problem solution; 
humanistic/psychodynamic therapy: insight) was reflective of specific treatment 
approaches. Within the helpful aspects of therapy literature, categories of applying 
coping strategies, problem solution, and self-efficacy have largely occurred within studies 
using a cognitive approach (Burke, Richards, Timulak, 2018 – Internet-based CBT; 
Llewelyn, Elliot, Shapiro, Hardy, & Firth-Cozens – CBT; Richards, Dowling, O’Brien, 
Viganò, & Timulak, 2018 – Internet-based CBT; Richards & Timulak, 2012 – Internet-
based as well as self-help CBT). In contrast, categories of insight, awareness, and self-
understanding were reported by clients more often in humanistic/psychodynamic 
therapies (Llewelyn et al. – psychodynamic therapy; Moreno, Fuhriman, & Hileman, 
1995 – group psychodynamic therapy; Timulak, Belicova, & Miler, 2010 – person-
centered therapy; Sousa, Pestana, & Tavares, 2018 – existential therapy).  
The analyses of client identified helpful events resulted in one consistent pattern 
across therapies, which was a common factor (fewer alliance statements during the 
sudden gain) and not a specific factor. However, due to the open-ended question asked of 
clients as well as clients' brief responses, the current study cannot state definitively that 
these specific client processes were genuine change processes or rather an artifact of the 
treatment approach. Given that specific factors matched the treatment approach, it may 
be that sudden gains were due to clients adherence to the treatment protocol, as they 
focused their written reflections on the kinds of processes that therapists themselves 
seemed to have expressed interest in.  
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Limitations. This study had several limitations that are important to consider. 
First, the study did not make comparisons between clients who experienced a sudden 
gain and those who did not thus limiting the external validity of the results. Moreover, as 
is typically the case in psychotherapy process research, the reports were made of 
naturally occurring processes, rather than somehow randomizing processes to clients. A 
such, the study cannot propose that the identified client processes necessarily lead to 
sudden gains. Furthermore, although life events have not been identified as a major 
predictor of sudden gains in two previous studies (Hardy et al., 2005; Kelly, Roberts, 
Bottonari, 2007), they still may have been a factor or a partial factor in the current study. 
Sudden gains may have been related to changes in workload or grades achieved during 
the course of their education irrespectively of the content of therapy. In the present study 
the delineation between phases of therapy was based on previous studies. However, 
exactly when the “early phase” and “working phase” begin and end is a graded but also 
somewhat arbitrary distinction. Had the present study used a different cut-off for the 
early phase of therapy, such as the second session (as in Constantino et al., 2018) or the 
fourth sessions (as in Callan et al., 2019), the results of the current study would change 
given that many of the analyses involve comparing differences between phases of 
therapy1.  
A question throughout the sudden gain literature that also applies to the present 
study is whether sudden gains is a distinct clinical event or just a larger example of client 
                                               
1 Preliminary analyses in the current study did indeed examine various methods of 
delineating the “early phase,” considering the first 2 or fist 3 sessions. But these have not 
been included in this document. 
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variability. Shalom and colleagues (2018) investigated intraindividual variability in 
symptoms across therapy and found that clients who experienced sudden gains had 
statistically significantly greater variability in their symptoms prior to the sudden gain 
compared to clients who did not experience a sudden gain. However, the authors did not 
find any correlation between intraindividual symptom variability and the magnitude of 
sudden gains. The study by Shalom et al. highlights the possibility that sudden gains are 
an artifact of client variability, and the present study did not assess to what extent 
intraindividual variability were related to the presence of sudden gains, sudden gains’ 
characteristics, and the processes related to sudden gains. Nevertheless, symptom 
variability is not necessarily solely associated with clients inconsistently reporting their 
symptoms. Indeed, the variability may be indicative of someone attempting to make 
improvements until a breakthrough, at which point a sudden gain occurs. Research has 
shown that clients in good therapy sessions or even in controlled studies on change 
progress in a “2-steps forward, 1-step-back” fashion (Pascual-Leone, 2009; Pascual-
Leone, Yeryomenko, Morrison, Arnold, & Kramer, 2016). In short, this pattern may also 
be representative of clients making progress across therapy sessions as well.  
The term “sudden gain” has been used largely to describe changes in primary 
symptoms (e.g., depression symptoms in a study of depression). This focus on primary 
symptoms has provided insightful information about client experiences but fails to 
account for other “types” of sudden gains, such as rapid and large changes in secondary 
outcomes (e.g., depression measures in a study for anxiety), relational, personality, 
existential, or spiritual/soteriological change. Although the current study used a progress 
monitoring measure that was focussed on a broader set of symptoms (i.e., subjective 
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distress) as well as interpersonal relationships (i.e., interpersonal functioning, problems in 
social role performance), the sudden gains defined by the measure are limited to these 
areas and do not provide insight into other types of  changes (e.g., personality, existential, 
or spiritual changes). Although one goal of the study was to ascertain the role of therapy 
approach on symptom-sudden gains, different therapies may more directly target 
different types of sudden gains. Some treatments may focus more on symptoms while 
others on personality change, for example. As such, the current study may not be 
capturing the correct understanding of sudden gains related to specific therapies.  
Another limitation of the current study was the occasionally quite brief responses 
of clients that provided several difficulties in coding. First, some responses were 
sufficiently brief and unclear that identifying the subject in the statement was difficult 
(e.g., whether clients had directed the statement at themselves or their therapist). For 
instance, one client’s response to what was most helpful in therapy was “talking about 
core beliefs.” The coding of such a response varies if the client was referring to 
themselves talking about their core beliefs or whether the client referred to the therapist 
talking about core beliefs. The former suggests that the client has a grasp of the concept 
and is engaging with it, which is a different client experience than the latter in which the 
client may be receiving psychoeducation. Moreover, brief statements strongly limit any 
inferences that can be drawn as to what change processes were occurring in session. 
Using the previous example, was discussing core beliefs related to insight, problem 
clarification, or feeling understood by the therapist? Second, the results of client 
responses may have been dependent on the client characteristic of expressiveness. Clients 
who were more reserved and less expressive may have represented a majority of the 
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clients who provided only limited information in their responses to the HAT 
questionnaire, thereby making their responses lack utility in the current research project. 
If this were accurate, the current study’s results would represent what clients, who are 
expressive, found most helpful in therapy and it might not be generalizable to all clients. 
Moreover, Coding categories were defined based on clinical as well as functional 
relevance, and therefore could be construed differently by another researcher. 
The format of the Helpful Aspects of Therapy questionnaire was a limitation in 
this study as well. The questionnaire asked clients about what event was most helpful and 
not why the event was helpful. This is an important distinction as many clients simply 
listed events, such as “relaxation exercise,” “knowing I’m coming back,” “the chair 
task,” or “cognitive beliefs” without explaining why the event was helpful. This brevity 
reduced the opportunity to learn about critical processes occurring during a sudden gain, 
which could have enhanced or changed the current study’s findings. Furthermore, the 
non-directive format of the questionnaire did not lend itself as easily to articulating 
factors that are conceptually hard to formulate or that are highly complex and might be 
difficult for clients to capture in a sentence or two, while filling out post-session 
questionnaires. Finally, clients were asked immediately post-session what they found was 
most helpful, and this timeframe may have been insufficient for all clients to process their 
complex experience and then be able to identify and express what was actually most 
salient to them. For instance, individuals experienced heightened arousal after a 
therapeutic intervention (Pascual-Leone, Yeryomenko, Morrison, Arnold, & Kramer, 
2016), especially when they undergo significant self-growth (Cummings et al., 1993), 
which may interfere with their evaluation of the therapy session. A suggested 
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improvement to the data collection process is to have clients answer separately what 
event was helpful and why the event was helpful. To ensure that clients are completing 
both answers regularly, clinicians can address briefly the client’s remarks on the HAT 
from the previous session thereby reinforcing the importance of responding to both 
questions. The following are example modified questions for the HAT questionnaire: (1) 
“Of the events that occurred in this session, which one do you feel was the most 
important or helpful for you personally?” and (2) “Please describe what made this event 
important/helpful and what you got out of it.” 
Clinical Implications.  
 The results of the current study have several implications for clinicians. Given 
that sudden gains have shown to play a critical role  in the trajectory of recovery for 
many clients, therapists are encouraged to monitor for their potential occurrence, 
facilitate the gain, and solidify any dramatic improvements the client makes. Therapists 
can monitor for the occurrence of sudden gains by using progress monitoring measures 
prior to each session and by knowing how to identify when a sudden and critical change 
has occurred, such as knowing the measure’s reliable change index (RCI). Facilitating 
sudden gains has yet to be studied within the sudden gains literature. However, a “true” 
sudden gain cannot be identified until the gain is maintained for two to three sessions. 
Nevertheless, therapists can be attuned to when clients make the initial sudden 
improvement in symptoms and inquire diligently about what led to such a change, such 
as asking about events in the previous session, events since the previous session, or 
events in therapy in general that contributed to the change as well as why those events 
were so impactful. By shifting treatment to maintaining or furthering the client-identified 
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factors for change, it is speculated that therapists can solidify the change, leading to the 
“true” sudden gain. Similarly, as therapists modify their treatment plan to incorporate 
these client factors, they may be able to prevent reversals of sudden gains in the short- or 
long-term. This attention to progress monitoring requires the therapists to be rapidly 
flexible with their treatment plan and place clients’ experience at the center of therapy. 
As noted above, identifying potential sudden gains is possible but requires firstly 
that clinicians are tracking the progress of clients. Studies have shown that clinicians’ 
judgment is routinely faulty in tracking the progress of clients (Hansen, Lambert, & 
Forman, 2002; Hatfield, McCullough, Plucinski, Krieger, 2009; Macdonald & Mellor-
Clark, 2015) and that progress monitoring measures, such as the Outcome Questionnaire-
45, can greatly improve tracking client progress (Lambert, 2012). Thus, in order to track 
and make the most of sudden gains, clinicians must first be accurately tracking client 
progress.  
The current study cannot say whether treatment specific processes (e.g., cognitive 
change in CBT) occurred in other treatment approaches as well. However, this study did 
demonstrate an initial link between clients’ experiences of a sudden gain and an 
engagement with the main tenants and interventions of the received treatment approach. 
Therefore, factors that influence a client’s ability to engage with such core tenants, such 
as therapist expertise in treatment delivery (Andrusyna et al., 2006), may become key in 
understanding why sudden gains occur. Furthermore, future research that focusses more 
directly on identifying which processes are occurring separately or jointly in various 
treatment approaches would help elucidate an important question about treatment 
differences. For example, the link between treatment adherence and sudden gains may 
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involve several client and therapist processes, such as the therapist being more 
encouraged about treatment and in turn providing additional praise or “coaching” to the 
client. Clients may obtain greater understanding about their situation or greater mastery 
on resolving their concerns. Another client or therapist process may be that clients access 
additional or deeper levels of a task (e.g., focussing on core beliefs compared to 
focussing on automatic thoughts) thereby furthering insight or mastery gained. It may be 
that these mediating processes are responsible for sudden gains and not specific factors 
related to the treatment approach.  
The results of the current study showed that sudden gains occurred more 
frequently than expected within the early phase of therapy. Clinicians should be mindful 
of this early window for rapid change and be responsive to these sudden decreases in 
symptoms, such as accelerating or adapting treatment appropriately. This is especially 
important given that early in therapy the focus is often to establish the therapeutic 
alliance, establish treatment plans, and obtain a history of the client. If a client 
experiences a sudden gain early in therapy, it may be indicative that the therapeutic 
alliance is sufficient and should not be the focus. Instead it more fruitful to shift the focus 
of treatment to the issues or processes that led to the sudden gain rather than continuing 
with the typical treatment plan.  
 Furthermore, the current study shed insight into the relation between changes in 
the therapeutic alliance when clients experience abrupt change. The therapeutic alliance 
appears both to be a precursor to a sudden gain, as evidenced by clients citing it more 
frequently as being most helpful two sessions prior to a sudden gain. But it also appears 
to be responsive to improvements made by clients, as demonstrated by an increase in 
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clients’ self-reported ratings of the therapeutic alliance during and after the sudden gain. 
The therapeutic alliance could, therefore, be used as a gauge for clinicians to know when 
to engage in the core intra-psychic processes of a given therapeutic approach, as well as 
to monitor the effectiveness of such interventions.  
Future Research Directions. There are several ways in which the present study’s 
findings of examining the context of sudden gains (e.g., by treatment type and by phase 
of therapy) as well as exploring client reported helpful events prior to and during a 
sudden gain can be extended. First, the proportion of sudden gains in the current study 
differed from the only other study using the same progress-monitoring measure. An 
investigation into the effects of differing sudden gain identification criteria will shed light 
on whether the proportion of sudden gains between these two studies differed as a 
consequence of these criteria or whether other factors are responsible. Moreover, this 
analysis has the further potential to shed light on why the frequency of sudden gains 
between sudden gain studies vary considerably. Second, the result that clients with 
sudden gains did not differ on post-treatment outcome scores as a function of treatment 
approach marks further evidence that the effects of sudden gains do not differ by 
treatment approach, which adds to the mixed findings on this topic in the sudden gains 
literature. Future studies should include both disorder-specific as well as general 
symptom outcome measures to examine how they vary by treatment type. In addition, the 
current study grouped together four different treatment approaches, namely EFT, 
psychodynamic therapy, a person-centered multi-cultural therapy, and integrative 
therapy. Future studies could compare the characteristics of sudden gains between each 
of these therapeutic approaches as such analyses were not conducted in the present study. 
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Third, the current study was the first to statistically demonstrate that sudden gains occur 
more often than expected during the early phase of therapy, and replication studies are 
needed to determine whether this finding is isolated to the current study or whether it is 
indicative of a pattern of sudden gains in general.  
The current study identified that, during a critical moment in therapy, clients 
focussed on other more salient processes than the therapeutic alliance while also 
reporting a strengthening of that relationship. Further research is needed to replicate this 
finding and provide convergent validity to this phenomenon. Moreover, future research 
can investigate whether the relationship between the therapeutic alliance and sudden 
gains is mediated by other processes (e.g., cognitive changes, emotional exploration, 
attaining insight), cementing the notion that the therapeutic alliance fosters the potential 
for other processes to occur rather than being a direct predictor of sudden improvements.  
Within the current study as well as other sudden gain studies, change processes 
during a sudden gain have been analyzed via a retrospective approach: studying sudden 
gains long after their occurrence. Future studies on psychotherapy research may wish to 
study the phenomenon of sudden gains while it is occurring by allowing therapists to 
adjust treatment plans based on these dramatic improvements. This proactive approach 
may be a key method in identifying change factors of sudden gains – not from 
retrospective reports or of therapist coding videos but rather from the therapist 
discovering with the client during a potential sudden gain what client change processes 
are occurring. By attending to the information gleaned during a potential sudden gain, 
therapists, and in turn researchers, can see whether sustaining the client-and-therapist-
discovered change processes lead to sustained dramatic improvement. The benefit of this 
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approach is that therapists may be able to identify whether the change processes are 
specific to the treatment approach provided or more closely related to other treatments or 
to common factors. However, the challenge of conducting such proactive research could 
be allowing therapists to adjust treatment plans, potentially dramatically, when 
confronted with a sudden gains. Such shifts in treatment planning may run contrary to the 
goals of a randomized control study or other studies testing the effectiveness of a given 
approach as the therapists does not have full control of where the treatment plan may 
lead.  
Finally, the current study demonstrated that soliciting client feedback regarding 
helpful events in therapy contributed to our understanding of what processes were most 
salient to clients when they change. To further these findings, future research could use 
more guided questions for clients to solicit what processes were occurring prior to and 
during the sudden gain. When clinicians or researchers observe a potential sudden gain 
(see a decrease in symptoms equal to or greater than the reliable change index of the 
measure), they could query the client regarding what processes or experiences were 
occurring within and between the sessions directly preceding and during the sudden gain. 
This would allow researchers to gather rich data on what processes were occurring while 
also avoiding the coding limitations in the current study of vague or brief client 
responses. For example, therapists at the PSRC could collect this data from clients in 
several ways. To assist therapists in identifying potential sudden gains, therapists could 
be taught how to calculate a potential sudden gain (current session OQ-45 score – 
previous session OQ-45 score). This instruction could be carried out by clinical 
supervisors in therapy classes or during therapists’ tour of the PSRC as part of each 
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therapy class. To support therapists in gathering process information during a sudden 
gain, brief questionnaires placed in each therapy room will help guide clinicians to ask 
the pertinent questions. Such questions may include “what occurred during the previous 
therapy session that contributed to your lower symptom score?” “what occurred since the 
previous therapy session that contributed to your lower symptom score?” and “why do 
you think these experiences contributed to the change?”  
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APPENDICES 
Appendix A: Client Characteristics in Current Study 
 n %  n % 
Gender1 n % 
 
  Employed2   
Female 52 74.3 Yes 31 44.3 
Male 18 25.7 No 38 54.3 
Racial Ethnicity1   Year in Program1   
White/Caucasian  51 72.9 Year 1 17 24.3 
Black/African 
Canadian 
6 8.6 Year 2 9 12.9 
Arab/Middle Eastern 5 7.1 Year 3 18 25.7 
South Asian (e.g., 
Indian, Pakistani) 
3 4.3 Year 4 13 18.6 
East Asian (e.g., 
Chinese, Japanese) 
3 4.3 Year 5+ 2 2.9 
Other 2 2.9 Graduate School 8 11.4 
Sexual Orientation1   Other 3 4.3 
Heterosexual 57 81.4 Academic Difficulty6   
Bisexual 6 8.6 Yes 14 20 
Lesbian/gay 2 2.9 No 49 70 
Questioning 3 4.3 Have a Supportive Family1  
Other 1 1.4 Not at all 9 12.9 
Prefer not to answer 1 1.4 A little 13 18.6 
Currently in a Significant Relationship1 Somewhat 22 31.4 
Yes 26 37.1 Substantial 13 18.6 
No 44 62.9 Very strong 13 18.6 
Relationship Status1      
Married 1 1.4 Quality of Health2   
Single 46 65.7 Poor 3 4.3 
Partnered 21 30 Unsatisfactory 14 20 
Separated 1 1.4 Satisfactory 18 25.7 
Other 1 1.4 Good 30 42.9 
 Md SD Excellent 4 5.7 
Number of People I Can 
Count on4 
3 2.4 Active in my Religion5  
 M SD Yes 19 27.1 
Age1 22.4 5.1 No 47 67.1 
Note: 1 = n of 70; 2 = n of 69; 3 = n of 68; 4 = n of 67; 5 = n of 66, 6 = n of 66 
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Appendix B: Client Mental Health and Symptom Characteristics 
 n %  n % 
Most Important Concern4   Received Psychotherapy Previously1 
Depression/sadness 17 24.3 Never 12 17.1 
Anxiety 25 35.7 Prior to High School 4 5.7 
Interpersonal 11 15.7 During High School 12 17.1 




Abuse 2 2.9 At the University of 
Windsor 
30 42.9 
Adjustment 0 0 Currently Receiving Psychotherapy 
Elsewhere1 
OCD symptoms 5 7.1 Yes 58 82.9 
Impulsive 0 0 No 12 17.1 
Academic/employment/ 
financial/medical 
5 7.1 Currently Taking psychiatric 
Medication1 
Eating concerns 0 0 Yes 16 22.9 
Stress/tension 0 0 No 54 77.1 
Anger 0 0 Previous Psychiatric Hospitalizations1 
Mood swings 0 0 Yes 5 7.1 
Issues with identity 0 0 No 65 92.9 
Multicultural concerns 1 1.4 Alcohol Problems2   
Symptom Duration3   Yes 9 12.9 
Day 0 0 No 60 85.7 
Week 1 1.4 Drug Problems3   
Month 6 8.6 Yes 1 1.4 
Several Months 16 22.9 No 67 95.7 
Year 5 7.1 Attempted Suicide2   
Several Years 21 30 Yes 8 11.4 
Most of my Life 19 27.1 No 61 87.1 
 M SD    
Symptom Intensity3 4.7  0.5    
Note: 1 = n of 70; 2 = n of 69; 3 = n of 68; 4 = n of 67 
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Appendix C: Linear Regression Analysis of Client Characteristics to the Magnitude of 
Sudden Gains 
Variable B SE B b t 
Demographic Statistic     
Constant 27.80 5.64  4.925 
Age -.16 .22 -.09 .094 
Gender b .235 2.50 .01 .09 
Racial Ethnicityc -.22 .82 -.03 -.27 
Sexual Orientationd .04 1.26 .00 .03 
Education & Employment     
Constant 24.54 2.59  9.48 
Year in Programe -.05 .61 -.01 -.09 
Academic Difficultya .35 2.60 .02 .13 
Employeda -.72 2.17 -.04 -.33 
Health, Social, and Religious     
Constant 20.67 6.21  3.33 
Quality of Healthi .44 1.15 .05 .38 
Number of People Can Count on .22 .49 .07 .45 
Currently in a Significant Relationshipa -.38 3.038 -.02 -.13 
Relationship Statusj .21 2.44 .02 .09 
Family is Supportivek .24 .91 .04 .27 
Active in Religiona .99 2.69 .05 .37 
Symptom Characteristics     
Constant 21.55 4.21  5.13 
Symptom Durationg .55 .74 .09 .75 
Most Important Concernh -.15 .38 -.05 -.40 
Mental Health History     
Constant 26.35 2.31  11.43 
Received Psychotherapy Previouslyf -.29 .74 -.05 -.39 
Currently Taking psychiatric meda -5.04 2.62 -.25 -1.92 
Previous Psychiatric Hospitalizationsa  -.46 4.72 -.01 -.10 
Attempted Suicide a -3.80 3.58 -.14 -1.06 
Alcohol Problems a -1.92 3.40 -.08 -.57 
Drug Problems a 15.40 10.75 .22 1.43 
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Appendix D: Linear Regression Analysis of Client Characteristics Related to the Post-
Treatment OQ-45 Score 
Variable B SE B b t 
Demographic Statistic     
Constant 57.07 14.87  3.84 
Age .38 .57 .09 .67 
Gender b -2.64 6.60 -.05 -.40 
Racial Ethnicityc 2.42 2.15 .14 1.13 
Sexual Orientationd 1.45 3.31 .05 .44 
Education & Employment     
Constant 71.26 7.05  10.11 
Year in Programe -.28 1.67 -.02 -.17 
Academic Difficultya -1.32 7.09 -.02 -.19 
Employeda -6.27 5.91 -.14 -1.06 
Health, Social, and Religious     
Constant 94.12 14.95  6.30 
Quality of Healthi -.63 2.78 -.03 -.23 
Number of People Can Count on -.09 1.18 -.01 -.08 
Currently in a Significant Relationshipa 10.31 7.31 .24 1.41 
Relationship Statusj -7.96 5.87 -.24 -1.36 
Family is Supportivek -3.16 2.19 -.20 -1.45 
Active in Religiona -5.59 6.47 -.12 -.86 
Symptom Characteristics     
Constant 80.49 10.95  7.35 
Symptom Durationg -2.93 1.92 -.18 -1.48 
Most Important Concernh .93 .98 .12 .95 
Mental Health History     
Constant 68.11 6.02  11.32 
Received Psychotherapy Previouslyf -.46 1.93 -.03 -.24 
Currently Taking psychiatric meda 5.47 6.84 .11 .80 
Previous Psychiatric Hospitalizationsa  -2.38 12.31 -.03 -.19 
Attempted Suicide a 9.67 9.34 .14 1.04 
Alcohol Problems a 5.59 8.88 .09 .63 
Drug Problems a -40.08 28.06 -.22 -1.43 
     
Note: See Appendix E for description of superscripts.  
 
Change Processes of Sudden Gains 
 135  
Appendix E: Superscripts for Linear Regression Analyses 
a(0 = no/not applicable, 1 = yes) 
b(1 = female, 2 = male) 
c(1 = White/Caucasian, 2 = Black/African Canadian, 3 = Arab/Middle Eastern, 4 = 
South Asian (e.g., Indian, Pakistani), 5 = East Asian (e.g., Chinese, Japanese), 6 = 
other) 
d(1 = heterosexual, 2 = bisexual, 3 = lesbian/gay, 4 = questioning, 5 = other) 
e(1 = year 1, 2 = year 2, 3 = year 3, 4 = year 4, 5 = year 5+, 6 = grad student, 7 = other) 
f(0 = never, 1 = prior to high school, 2 = during high school, 3 = before attending 
University of Windsor, 4 = at University of Windsor.  
g(1 = day, 2 = week, 3 = month, 4 = several months, 5 = year, 6 = several years, 7 = 
most of my life) 
h(1 = depression/sadness, 2 = anxiety, 3 = interpersonal, 4 = vegetative symptoms, 5 = 
abuse, 6 = adjustment, 7 = OCD symptoms, 8 = impulsive, 9 = 
academic/employment/financial/medical, 10 = eating concerns, 11 = stress/tension, 12 
= anger, 13 = mood swings, 14 = issues with identity, 15 = multicultural concerns) 
i(1 = poor, 2 = unsatisfactory, 3 = satisfactory, 4 = good, 5 = excellent) 
j(1 = married, 2 = single, 3 = partnered, 4 = separated, 5 = other) 
k(0 = not at all, 1 = a little, 2 = somewhat, 3 = substantial, 4 = very strong) 
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Setting Education Relationship % 
Employed 
Current Study 22 63% 70%  62% 8.6% 
B/AC 
Univ Clin SC 56% S 44.3%  
Greenfield et al., 2011 34.5 64.2%    Univ Clin    
Sudden Gain Samples          
Bohn et al., 2013 34.5 51.9%     12.2 yrs 51.9% S  
Hedman et al., 2014 40.3 77%       100% 
Kruger et al., 2014          
Thorisdottir et al., 2018 19.8 59.3%  92.3% 7.7% Asian     
Wucherpfennig et al., 
2017 
38.1 73.9%     39.1% 
>12 yrs 
52.2% S  
Total Sample (Sudden gainers + non-sudden gainers) 
Abel et al., 2016 49.6 73.1%  99%    53.2% M 53.8%  
Aderka et al., 2011          
Aderka, et al., 2012 36 56.0%      56.0% S  
Adler et al., 2013 36.2 33.3  72.2% 13.0% AA Comm Avg CC   
Andrusyna et al., 2006 ~40 83.3%    Outpat    
Bohn et al., 2013 35.2 50.7%   Outpat + Comm 12.1 yrs 53.7% S  
Busch et al., 2006 42 61%    Comm 47% CC 41% M  
Buschholz et al., 2016 27.2   80%  7% Hisp     
Clerkin et al., 2008 40.6 70%  90%  6.7% AA Outpat 15.7 yrs   
Collings & Coles, ‘17 32.3 51.9%        
Deschenes & Dugas, ‘13 46.8 72.9  96.6%   Hospital    
Doane et al., 2010 29.6 100%  78.3%  21.7% AA Comm   34.8%  
Doss et al., 2011 ~50 Hetero Couples 64% 18% AA clinics ~14.2 yrs 80% M  
Gaynor et al., 2003 ~15.6 ~75%  ~85% Outpat + Comm    
Hardy et al., 2005          
Hedman et al., 2014 35.2 70%    Outpat  51% S 69% 
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Hofmann et al., ‘06 38.8 74%       74%  
Holzhauer et al., 2017 32.5 41.2%  87.9% 7.4% AA/Asian  27.1% M  
Hopko et al., 2009 ~49 100%  88.3% 7.5% AA Outpat ~15.5  59.6%  
Jun et al., 2013 52.8 92.3%  100%  Inpat (Cancer) 58% M  
Keller et al., 2014 37.4 75.5%  65.5% 21.5% AA Comm 70% SC   
Kelly et al., 2007a 37.4 75.5%  65.5% 21.5% AA Comm 70% SC   
Kelly et al., 2007b 37.7 100%  87.6% 3.8% AA Outpat 15 40% M 53%  
Kelly et al., 2009 35.4 100%  58% 34% AA Outpat 13.8 yrs   
Kelly et al., 2005 19.1 56.7%  66.7%  Undergrad class   
König et al., 2014          
Kruger et al., 2014 41.6 61.3%  96.8%  Outpat 93.5% SC 16.1% S   
Lemmens et al., 2016 35.8 70.6%    Outpat    
Lorenz et al., 2012  100% 66%        
Masterson et al., 2014 41.8 66.7%    Outpat  61% M or P   
Nogueir-Arjona et al., 
2016 
   60% 21% Hisp Comm 87% SC 67% M or P 
 
Norton et al., 2010 ~45 ~60%    Outpat    
Present et al., 2008 35.9 67.2%    Outpat    
Stiles et al., 2003 37.1 70%  majority  Outpat    
Tang & DeRubeis, 1999 *Could not access journal articles for original RCT trials for demographics information 




56.3 CC 32.5% never 
M  
Tang et al., 2007 40 59%  82%  Outpat 15 yrs 33% M 82% 
Tang et al., 2002 36.3         
Thorisdottir et al., 2018 19.8 46.7%  88.9% 10.3% Asian    
Vittengl et al., 2005 ~40 ~72%  88% Comm / Outpat ~15 yrs ~55% M ~70%  
Note. Any figures preceded by “~” indicates an estimate. % Hetero = percent of sample that identifies as heterosexual. 2nd Ethnicity = 
second most prevalent ethnicity reported by the study; B/AC = Black/African Canadian; AA = African America; Hisp = Hispanic; 
Nat. Amer. = Native American. Under Setting, Comm = community sample; Outpat = outpatient sample; Inpat = inpatient sample. 
Under Education, SC = at minimum some college; CC = at minimum completed college. Under Relationship, S = single; M = 
married; P = partnered.  
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Appendix G: Outcome Questionnaire (OQ-45.2) 
Instructions: Looking back over the last week, including today, help us understand how 
you have been feeling. Read each item carefully and fill the circle completely which best 
describes your current situation. For this questionnaire, work is defined as employment, 
school, housework, volunteer work, and so forth.  
 
I get along well with others. 
I tire quickly. 
I feel no interest in things. 
I feel stressed at work/school. 
I blame myself for things. 
I feel irritated. 
I feel unhappy in my marriage/significant relationship. 
I have thoughts of ending my life. 
I feel weak. 
I feel fearful. 
After heavy drinking, I need a drink the next morning to get going. (If you do not drink, 
mark “never”). 
I find my work/school satisfying. 
I am a happy person. 
I work/study too much. 
I feel worthless. 
I am concerned about family troubles. 
I have an unfulfilling sex life. 
I feel lonely. 
I have frequent arguments. 
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I feel loves and wanted. 
I enjoy my spare time. 
I have difficulty concentrating.  
I feel hopeless about the future.  
I like myself. 
Disturbing thoughts come into my mind that I cannot get rid of. 
I feel annoyed by people who criticize my drinking (or drug use). (If not applicable, mark 
“never”).  
I have an upset stomach. 
I am not working/studying as well as I used to. 
My heart pounds too much.  
I have trouble getting along with friends and close acquaintances. 
I am satisfied with my life.  
I have trouble at work/school because of drinking or drug use. (If not applicable, mark 
“never”). 
I feel that something bad is going to happen.  
I have sore muscles. 
I feel afraid of open spaces, of driving, or being on buses, subways, and so forth. 
I feel nervous.  
I feel my love relationships are full and complete. 
I feel that I am not doing well at work/school. 
I have too many disagreements at work/school. 
I feel something is wrong with my mind.  
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I have trouble falling asleep or staying asleep.  
I feel blue. 
I am satisfied with my relationships with others. 
I feel angry enough at work/school to do something I might regret. 
I have headaches.  
 
Individuals bubble one of the following 5 circles for each question above: 
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Appendix H: Working Alliance Inventory – Short Revised Sample 
Instructions:  Below is a list of statements and questions about experiences people might 
have with their therapy or therapist. Some items refer directly to your therapist with an 
underlined space -- as you read the sentences, mentally insert the name of your therapist 
in place of ______ in the text. Think about your experience in therapy, and decide which 
category best describes your own experience. 
 
IMPORTANT!!! Please take your time to consider each question carefully. 
 
1. As a result of these sessions I am clearer as to how I might be able to change. 
     
Seldom Sometimes Fairly Often Very Often Always 
2. What I am doing in therapy gives me new ways of looking at my problem. 
     
Always Very Often Fairly Often Sometimes Seldom 
3.  I believe___likes me. 
     
Seldom Sometimes Fairly Often Very Often Always 
4. ___and I collaborate on setting goals for my therapy. 
     
Seldom Sometimes Fairly Often Very Often Always 
5. ___and I respect each other. 
     
Always Very Often Fairly Often Sometimes Seldom 
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6. ___and I are working towards mutually agreed upon goals. 
     
Always Very Often Fairly Often Sometimes Seldom 
7.  I feel that___appreciates me. 
     
Seldom Sometimes Fairly Often Very Often Always 
8.  _____ and I agree on what is important for me to work on. 
     
Always Very Often Fairly Often Sometimes Seldom 
9. I feel _____ cares about me even when I do things that he/she does not approve of. 
     
Seldom Sometimes Fairly Often Very Often Always 
10.  I feel that the things I do in therapy will help me to accomplish the changes that I 
want. 
     
Always Very Often Fairly Often Sometimes Seldom 
11. _____ and I have established a good understanding of the kind of changes that would 
be good for me. 
     
Always Very Often Fairly Often Sometimes Seldom 
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12. I believe the way we are working with my problem is correct. 
     
Seldom Sometimes Fairly Often Very Often Always 
Note: Items copyright © Adam Horvath.  
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Appendix I: Helpful Aspects of Therapy Questionnaire – Sample (HAT, Elliott, 1985; 
Llewelyn, 1988 
 
1a. Please briefly describe which of the events that occurred in the session you just 
completed was the most helpful or important to you personally. 
 
1b.  Please use the following scale to indicate how helpful or important the above event 
was. 
 
1c.  Did anything else particularly helpful happen during the session? 
 
 




2a. Please briefly describe any event that occurred in the session you just completed that 
you found hindering or unimportant to you personally. 
 
 
Slightly Greatly Extremely Moderately Some what 
Slightly Greatly Extremely Moderately Some what 
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2b.  Please use the following scale to indicate how hindering or unimportant the above 
event was. 
 
2c.  Did anything else particularly hindering happen during the session? 
 
 




Slightly Greatly Extremely Moderately Some what 
Slightly Greatly Extremely Moderately Some what 
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Appendix J: Summary of the Modified Helpful Aspects of Experiential Therapy Content 
Analysis System (Elliot, 1988; HAETCAS) 
Alliance Building: Client feels understood, supported, more involved, closer to or better 
about the therapist.  
Example client comment: “The fact that [the therapist] was not intimidating or too 
serious about everything, like I'm some sort of crazy. Also, [the therapist] laughed at 
my jokes.” 
Example client comment: “Discussing how we are an alliance within regards to 
combating my depression. I really get the impression we're on the same page with 
most sessions.” 
Self-Exploration. Client actively tries to figure out or understand feelings, perceptions, 
behaviours of self or other but does not explicitly indicate developing an insight.  
Example client comment: “To be able to talk about some of my feelings and emotions 
and realize the ones I didn't even know existed” 
Example client comment: “When we broke down my thought of "getting good grades 
is the only thing I'm good at" and putting it in a different perspective.” 
Insight: Client describes realizing something new about self/others, including gaining 
cognitive insight, seeing new connections about self/others, or about self/others in 
relationship to others. This category also includes clients that are more in touch with 
or clearer about presence or nature of personal/other’s feelings, own/other’s 
behaviors, physical states or perceptions of self/other. 
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Example client comment: “discussing how I was feeling during a meal with my 
family was important because it helped me realize that it was the way I was thinking 
about that situation that was affecting my feelings more than the situation itself” 
Example client comment: “the talk at the end of everything that gave me insight on 
how I feel in the mess of all my feelings” 
Treatment Planning and Goal Setting: Client identifies having working on goals, 
preferences, future direction, or plan for therapy sessions.  
Example client comment: “Discussing goals for future sessions” 
Example client comment: “Adjusted my goals to be more manageable.  I feel like we 
are getting closer to figuring out how I can work on my issues.” 
Problem Clarification: Client describes becoming clearer about the definition of his or 
her problems for therapy.  
Example client comment: “Learning more about how my bi-polar has changed into 
something easier to manage and possibly solve.” 
Example client comment: “i felt that having someone agree with me that naming the 
problem helps was really important” 
Looking for Solutions: Client describes a process of searching for or analyzing 
solutions to problems without identifying which solution to use.  
Example client comment: “finding ways to better communicate with my mom when 
it comes to resolving issues” 
Example client comment: “Discussing other possible treatments.” 
Solution Found: Client describes progress toward plan of action, including specification 
of alternatives, selection of a course of action, or learning how to cope with 
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situations outside of therapy.  
Example client comment: “Learning the problem solving will help me figure out how 
to look deeper into my problems to help me change my emotions and the ways to 
cope with it.” 
Example client comment: “how to handle how my parents react to mental illness” 
Client Disclosure. Client reveals or admits protected information about self.   
Example client comment: “I fully expressed for the first time that I feel bad 
expressing myself uncensored because I think I'd appear disgusting.” 
Example client comment: “Talking about what brought me to therapy and what I 
want to tackle. Getting everything "out in the open".” 
Therapist Directivity or Challenging the Client. The client identifies the therapist as 
taking care and leading the therapy session, or the client mentions doing a difficult 
task as guided by the therapist.  
Example client comment: “Again, I really like having someone who will push back 
on my automatic thoughts and challenge me to think about things in a new way.” 
Example client comment: “I figured out a lot of stuff on my own, but I was pushed 
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Appendix K: Flow Chart of Sudden Gain Identification 
  
Original Archival Data Set
N=295
Removed 32 clients with 1 or 2 sessions only 
n=263
Removed 30 Clients who began the study below clinical 
threshold
n=233
Removed 67 clients whose between-session gain was lower 
than RCI
n=166
Removed 30 clients whose between session gain was less 
than 1.5x average SD
n=133
Removed 61 clients whose gain was preceded by or followed 
by a symptom spike
n=72
Removed 2 clients for missing data
Final count: n = 70
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Appendix L: Formulas and Calculations for Hypothesis 2 
Equivalence (Shishkina et al., 2018) is determined if the confidence interval (e.g., 90%) 
of the difference between the groups (!̂# − !̂%) wholly falls between equivalence interval 
(-δ, δ = -.10, .10).  
 Current study Greenfield et al. 
(2011) study 
 
n 70 24  
' 233 106  
!̂ .300 .226  
!̂# − !̂%  .074 
(#)*  1.65 
+,-.),-/  .0505 
Note: n = number of sudden gains in each study; N = total number of clients examined 
for sudden gains in each study, (#)* = the value from a standard normal distribution 
that cuts off the lower 1-α of the distribution,  +,-.),-/ = the standard error of the 
difference between the two proportions. 
Formulas: 
90%	45	 = 	 !̂# − !̂% ±	(#)*+,-.),-/ 
+,-.),-/ = 89!̂# :
1 − !̂#
<#












90%	45	 = 	 .074 ± (1.65)(. 0505) 
= (−.01, .157) 
= Not wholly within the equivalence interval (-δ, δ = -.10, .10) 
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Appendix M: Formulas and Calculations for Hypothesis 3.1 
Equivalence (Shishkina et al., 2018) is determined if the confidence interval (e.g., 90%) 
of the difference between the groups (!̂# − !̂%) wholly falls between equivalence interval 
(-δ, δ = -.10, .10).  
 CBT H/P Therapy  
n 38 32  
' 70 70  
!̂ .543 .457  
!̂# − !̂%  .086 
(#)*  1.65 
+,-.),-/  .085 
Note: H/P Therapy = Humanistic/Psychodynamic Therapy; n = number of sudden 
gains in each study; N = Total number of clients examined for sudden gains in each 
study, (#)* = the value from a standard normal distribution that cuts off the lower 1-α 
of the distribution,  +,-.),-/ = the standard error of the difference between the two 
proportions. 
Formulas: 









+,-.),-/ = 89!̂# :
1 − !̂#
<#






90%	45	 = 	 .086 ± (1.65)(. 085) 
= (−.054, .226) 
= Not wholly within the equivalence interval (-δ, δ = -.10, .10)  
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Appendix N: Formulas and Calculations for Hypothesis 3.2 
Equivalency is determined when both two one-sided t-tests are significant.  
 CBT H/P Therapy  
n 38 32  
K 23.45 25.00  
SD 7.48 9.84  
K# − K%  -1.55 
L  8.64 
MN  68 
Note: H/P Therapy = Humanistic/Psychodynamic Therapy; n = number of sudden 
gains in each group; m = mean, OP = standard deviation; L= pooled standard deviation; 
df = degrees of freedom 
Formulas: 
QR	ST	U =











% + (<% − 1)OP%
%
<# +	<% − 2
 





Equivalency Bound = +/-2.8 
Lower Upper 
QU =



















QU(68) = 0.603 QR(68) =-2.099 
p = .274 p = .020 
Equivalency Bound = +/- 5.183 
Lower Upper 
QU =



















QU(68) = 1.75 QR(68) =-3.25 
p = 0.042 p = 0.001 
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Appendix O: Formulas and Calculations for Hypothesis 3.3 
Equivalence (Shishkina et al., 2018) is determined if the confidence interval (e.g., 90%) 
of the difference between the groups (!̂# − !̂%) wholly falls between equivalence interval 
(-δ, δ = -.10, .10).  
 
 CBT H/P Therapy  
n 24 11  
' 38 32  
!̂ .632 .344  
!̂# − !̂%  .288 
(#)*  1.65 
+,-.),-/  .116 
Note: H/P Therapy = Humanistic/Psychodynamic Therapy; n = number of sudden 
gains in each study; N = Total number of clients examined for sudden gains in each 
study, (#)* = the value from a standard normal distribution that cuts off the lower 1-α 
of the distribution,  +,-.),-/ = the standard error of the difference between the two 
proportions. 
Formulas: 









+,-.),-/ = 89!̂# :
1 − !̂#
<#






90%	45	 = 	 .288 ± (1.65)(. 116) 
= (−.097, .479) 
= Not wholly within the equivalence interval (-δ, δ = -.10, .10) 
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